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Pediatric Roentgenology 


Dr. M. A. Lassrich, Prof. Dr. R. Prevot, and 
Prof. Dr. K. H. Schafer. Translation provided by 
|| James T. Case, M.D., D.M.R.E.(Cambridge) 


HIS IMPRESSIVE VOLUME has been designed to 

serve as an important extension of the standard 
texts in the field; an up-to-date source which 
brings together the latest advances and shows how 
to use them for more accurate diagnosis. The 
illustrations, carefully chosen from extensive clini- 
cal material, are superb reproductions of the 
highest quality, showing a richness of detail rarely 
encountered in book form. In conjunction, 
numerous explanatory schematic drawings and 
legends provide all the essential - clinical and 
roentgenologic data that is necessary, and the 
introductory remarks for each chapter fully 
explain the technical details involved. (To be pub- 
lished this month, 333 pp., 700 illus., 196s.) 


GRUNE & STRATTON, INC., Medica/ Publishers 
99 Great Russell Street, London, W.C.1 
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Practical Books for the ractising Physician 


Bone Diseases in 
Medical Practice 


Snapper, M.D. 


wu THIS NEW VOLUME, the often-mentioned 
need for a practical and up-to-date treatise on 
bone diseases is fulfilled. The author has one major 
objective : to present this subject as it can be used 
in daily practice, emphasizing that in many skeletal 
diseases a clear-cut diagnosis can be made, usually 
pointing the way to specific and remarkably reward- 
ing therapy. Since quality and fine detail of x-ray 
reproduction is so essential for presenting the 
diagnostic points of bone diseases, special processes 
for finer reproduction and printing have been used 
especially for this book. Thus it will be of direct 
interest not only to the bene specialist and general 
physician, but to the radiologist as well. (To be 
published this month, 230 pp., 149 illus., 105s.) 
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Rely on Rybar 
for Instant Relief 


Inhalant to combat 


asthma inhalants, Rybarvin can be freely 
RYBARVIN brings relief. Consistently, often 
spectacularly, attacks are cut short and their 
frequency lessened. Free from excess acid, non- 
irritant and non-habit-forming, it is an ideal 
inhalant for all asthmatics, young and old. 
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Management of congenital 
dislocation of the hip 


The construction of a cast for this condition calls for 
special skill by the operator and exceptionally high 
quality in the materials used, if the prognosis is to 
be favourable. 

Gypsona P.O.P. bandages have the finest grade 
plaster—re-ground and sieved to a degree not found 
in ordinary commercially available plaster of paris. 

The fast-setting plaster is firmly fixed to the cloth 
and the resultant casts give a brilliant creamy white 
and porcelain-like hard finish, thus staying cleaner 
and lasting longer than casts made from hospital- 
made bandages. 


Child anasthetized— 
position of limbs maintained 
by assistants whist the ortho- 
pedic surgeon applies the 
bandages; Gypsona P.O.P. 
bandages being applied over 
padding protecting bony 
prominences. 


2. Similar to above — 3. Surgeon completing the plaster- 


surgeon moulding plaster ing of left leg and foot—anes- 
in groin region. thetic discontinued. 

4. Completed plaster — $. Completed plaster — posterior 
anterior aspect. aspect. 


Materials used in the construction of the 
cast illustrated here were: Nine 6” x 3 yd. 
and four 4” x 3 yd. Gypsona bandages. 


Gypsona 


TRADE MARK an 


PLASTER OF PARIS BANDAGES B.P.C. 
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Forestalling 
the forecast 


Bewildered barometers, suffering from variable mercury pressure, will 
soon be trying to cope with autumn’s violent weather changes— 
bringing their spate of seasonal ailments. Now, before the event, is the 


time to remind you of the Adexolin A and D routine—designed 


to forestall trouble by an early reinforcement of resistance. 


The daily dose of Adexolin—z capsules for adults: 


12 drops of liquid for infants—ensures the extra vitamin intake needed. 


ADEXOLIN ..... 


CAPSULES: 6,000 units vitamin A: 1,000 units vitamin D. 
LIQUID: 12,000 wits vitamin A: 2,000 units vitamin D per e. 
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Angina pectoris 


» 
still not too late for 


Triethanolamine trinitrate 


PRAENITRONA 


Prevents attacks of angina pectoris or at least reduces the severity and frequency of attacks 


For maintenance treatment, 1-2 tablets 3 or 4 times a day 
Packings: 50 - 500 - 1000 tablets, each of | mg. 


Praenitrona is prescribable on N.H.S. Form E.C. 10 


SCHERING A. G. BERLIN / GERMANY 


Samples and literature are available upon request from the sole distributors for the U.K.: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London, W. | 
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Instilled intranasally, ‘Sulfex’ deposits a fine, even frosting of micro- 
crystalline sulphathiazole throughout the nasopharyngeal cavity. Unlike 
solutions, this bacteriostatic coating is not quickly washed away: it 
clings for hours to the inflamed mucosa wherever ciliary action is 
impaired by infection. Bacteria in the post-nasal drip are inhibited 
before they can reach the nasopharynx to intensify the infection. 

Part of the suspension drifts down over the nasopharynx and pharynx, 
producing potent, long-lasting bacteriostasis just where it is needed 


most — at the site of infection in the throat. 


S U lfex a suspension of microcrystalline sulphathiazole 


highly effective in sore throat 
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“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 


between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 
stomach. It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). .. .” 


Practitioner, January, 1957- 


| 
NULACIN 
THERAPY 
—Simple, safe, effective 
GASTRIC ANALYSIS 
A Nulacin tablet effectively depresses the concentra- 25 23 
tion of gastric HCl in peptic ulcer and other 
conditions of hyperacidity. It also provides protection 
against gastric HCI to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. socie2) 
SUPPLY. Nulacin tablets may be prescribed on aocus }—} = 
E.C.10, The dispensing pack of 25 tablets is free of 30409} 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 201072) 4 
free HCL 


HORLICKS LIMITED 
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IMPORTANT 
ANNOUNCEMENT 


ASTHMA 


Price Agreement with the Ministry 
of Health* 

A reduced price for Brovon Asthma 
Inhalant, acceptable to the Ministry, 

has been agreed under the Voluntary 
Price Regulation Scheme. 


Freely prescribable on the N.H.S.* 
As a result of the above agreement, 
Brovon Asthma Inhalant is again 

freely prescribable on Form E.C.10. 


Economy in Prescribing 
At the reduced price, Brovon Asthma 
inhalant costs the N.H.S. less than at any 


previous time since its introduction 
in 1939. 


* Extract from a letter being forwarded 
by the Ministry to Executive Councils 
for distribution to ali Doctors : 


“The prices of Brovon inhalant (manufac- 
turers : Moore Medicinal Products Ltd.) 
have recently been adjusted in accordance 
with the price regulation scheme and the 
request to doctors not to prescribe this 
product is therefore withdrawn.” 


BROVON ASTHMA INHALANT contains : 


Atropine Methonitrate 0.14% W/V 
Papaverine Hydrochloride ... 0.88%, W/V 
Adrenaline (Epinephrine) ... «. 0.50% WIV 
Chiorbuto! ... 0.50% WIV 


Literature and samples gladly sent on request. 


Moore Medicinal Products Ltd. 


64, GLOUCESTER PLACE. 
LONDON, 


1, QUEEN’S TERRACE, 
ABERDEEN. 


4 
ih 
| 
| | 
ist 
| 


BRITISH MEDICAL JOURNAL 


“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 
between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 
stomach. It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). .. .” 


Practitioner, January, 1957. 


Serr. 28, 1957 


NULACIN 


THERAPY 
—Simple, safe, effective Vill 


GASTRIC ANALYSIS 


A Nulacin tablet effectively depresses the concentra- FESTNG 4 2 be tt 2 


tion of gastric HCI in peptic ulcer and other 
conditions of hyperacidity. It also provides protection 
against gastric HCl to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 


906327) 


free HCL 


E.C.10, The dispensing pack of 25 tablets is free of SERS 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. ~ aS ifAt 
«free HCL 
GasTRIC ANALYSIS 
HORLICKS LIMITED 
Slough, Bucks., England 
Antacids, The Practitioner, January, 1957, 178: 43 Further Studies on the Reduction iw Gesute Acidity, Brit. 
Antacids in Peptic Ulcer, The Practitioner, January, 1956, Med. J., 230d January, 1954, 1: 18 
176: 103 Control of Gastric Acidity by a New Way of Antacid Adminis- 


Recent Advances in the Ulcerative Diseases of the Gastro- tration, J. Lab. Clin. Med., 1953, 42: 95 


intestinal Tract. Amer. J. Gastto., December, 1956, 26: 665 
Ambulatory Continuous Drip Method in the Treatment of 
Peptic Ulcer, Amer. J. Dig. Dis., March, 1955, 22: 67-71 1953. 46: 


Aust., 28th November, 1953, 2: 823-824 


The Effect on Gastric Acidity of “Nulacin” Table’s, Med. J. 
Discussion on Y ase Ulceration, Proc. Roy. Soc. Med., May. 


Management of Peptic Ulceration in General Practice, Med. 
World, December, 1954, 81: 591-601 

Clinical Investigation into the Action of Antacids, The Prac- 
titioner, July, 1954, 173: 46 


Medical Treatment o of Peptic Uleer, Med. Press, 27th February, 

9 

The Control of Gastric Acidity, Brit. Med. J., 26th July, 1952. 
2: 180-182 


6 
| 
— 
RE 
j 
. 


Sept. 28, 1957 


BRITISH MEDICAL JOURNAL 


IMPORTANT 
ANNOUNCEMENT 


ASTHMA 


Price Agreement with the Ministry 
of Health* 

A reduced price for Brovon Asthma 
Inhalant, acceptable to the Ministry, 

has been agreed under the Voluntary 
Price Regulation Scheme. 


Freely prescribable on the N.H.S.* 
As a result of the above agreement, 
Brovon Asthma Inhalant is again 

freely prescribable on Form €.C.10. 


Economy in Prescribing 
At the reduced price, Brovon Asthma 
Inhalant costs the N.H.S. less than at any 


previous time since its introduction 
in 1939. 


* Extract from a letter being forwarded 
by the Ministry to Executive Councils 
for distribution to ali Doctors : 


“The prices of Brovon inhalant (manufac- 
turers : Moore Medicinal Products Ltd.) 
have recently been adjusted in accordance 
with the price regulation scheme and the 
request to doctors not to prescribe this 
product is therefore withdrawn.”’ 


BROVON ASTHMA INHALANT contains : 


Atropine Methonitrate 0.14% W/V 
Papaverine Hydrochloride ... 0.88% W/V 
Adrenaline (Epinephrine) ... 0.50% W/V 
Chiorbuto! ... 0.50% WIV 


Literature and samples gladly sent on request. 


Moore Medicinal Products Ltd. 


1, QUEEN’S TERRACE, 


ABERDEEN. 


64, GLOUCESTER PLACE. 
LONDON, 


7 
‘Ga 
4 
Ag 
| 


8 BRITISH MEDICAL JOURNAL . Set. 28, 1957 


Caleipen -V 


CALCIUM-PENICILLIN V | 


the most efficient 
oral penicillin 


Calcipen-V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy: 
rapid onset of action reliable absorption 
sustained blood levels on 4 to 6 hourly dosage 
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RECENT ADVANCES IN HAEMORRHAGE AND SHOCK* 


A. RUSCOE CLARKE, M.B.E., F.R.C.S. 
Surgeon, Birmingham Accident Hospital 


I wish to say, first, that it is a privilege to be asked to 
address this Conference of Surgeons of the St. John 
Ambulance Brigade. In tendering my thanks for the 
opportunity I would like to acknowledge my debt to my 
research associates and clinical colleagues at the 
Birmingham Accident Hospital. This is important, for 
these observations would not have been possible with- 
out the existence of an independent unit attempting to 
focus the potential of modern medicine and scientific 
research on the treatment and study of patients suffer- 
ing from the effects of injury. 

In the past I have teen critical of inadequacies in the 
teaching of first aid, and in particular of many of the 
first-aid textbooks. A year ago I opened a discussion at 
a meeting of industrial medical officers and nurses with 
some sharp comments on first-aid orthodoxy. I tried to 
be provocative, and it is perhaps due to that attempt that 
I have been invited to give this address. 

Meanwhile I have delved more deeply into the his- 
torical origins of ideas which many of us now consider 
to be out of date. I had not previously appreciated the 
weight of medical scientific authority which lay behind 
the treatment of “ shock ” by artificial heating, hot sweet 
tea, and rubbing the limbs. The argument is presented 
in theory and practice in the Medical Research Com- 
mittee’s green book on “ Wound Shock and Haemor- 
rhage” based on observations during the first world 
war of a team of workers which included such historic 
names as Cannon (1919) and Cowell (1919). 

It is true that Blalock (1940) had developed the theory 
that shock was due to loss of fluid from the circulation, 
but a new stimulus was needed to shift the balance from 
the approach which Cannon had so ably presented. 


Problem of Blood Loss in Shock 


The old attitude is illustrated by Cannon when he 
poses the question of “ the problem of the lost blood in 
shock.” Everyone knew that shock was often asso- 
ciated with bleeding. It was widely known that studies 
of plasma volume showed that conditions of severe 
collapse following injury were associated with a severe 
fall in blood volume and at times an even greater dis- 
appearance of red cells, but for many years no reliance 
was placed on the evidence. Measurements of plasma 
volume were considered to be unreliable when it was 
assumed that plasma-like fluid was leaking from the 
circulation in shock and that this leak was not confined 
to the site of injury. Furthermore, it was almost univer- 


*Based on a lecture 


iven to the St. John Ambulance Brigade 
Surgeons’ Conference, 1957. . 


arrogate, on May 4, 1957 


sally assumed that the observed haemorrhage could not 
possibly account for the disappearance of blood. It was 
therefore argued that the missing blood must still be 
inside the circulation, not measurable by blood-volume 
techniques because it was no longer circulating. Evi- 
dence was produced to show that it could not be in the 
arteries and was nor in the veins—therefore it must be 
in the capillaries. 

In the light of our present knowledge we believe this 
to have been a fundamental error—but a very good 
case was made out. In certain clinical states which 
follow injury, with and without severe infection, par- 
ticularly when death is imminent, the capillaries lose 
their tone and a patient can bleed to death into the 
capillary bed in spite of transfusion. The mistake was 
to conclude that at an earlier stage the fall in circulatory 
blood volume was due to capillary stasis. The objective 
of treatment was to mobilize the missing blood back 
into effective circulation: hence the heat and the fric- 
tion. 

It was known that patients with moderate injuries 
could partially restore their own blood volume by 
absorption of fluid from outside the circulation. When 
this process was slow or ineffective it was assumed, 
sometimes correctly, that the patient's fluid reserves were 
deficient. In any case, it appeared to be sometimes 
possible to increase the blood volume more rapidly by 
forcing fluids. In addition, severe states of shock were 
associated with acidosis, which was made worse by 
anaesthesia. Hence the hot sweet tea—hot as a “ stimu- 
lant,” sweet to provide glucose to combat acidosis, wet 
to provide fluid. Originally it was laced with alkalis, 
but these seem to have been left out during the years 
that followed. 

A further fallacy underlies the older approach: we 
now know that, except in burns, in the occasional crush 
injury, and in abdominal injuries with peritonitis, the 
fluid lost from the circulation in the overwhelming 
majority of injuries is whole blood. For a time, and 
even well on into the period of the second world war, 
the emphasis was on the need to restore the blood 
volume when it was low. We are convinced to-day that 
this was only a second-best objective even when effec- 
tive, and that the restoration of red cells can be almost 
as important as the restoration of total circulating 
volume. 

Blood Banks and Transfusions 

I shall return to the story of the missing blood, but 
first I must stress the fact that the older observations 
contained almost all the evidence, although the basic 
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conception here presented did not receive any wide 
acceptance until the emergence of the modern blood 
bank with the possibility of transfusing large quantities 
of stored blood. 

During the first world war transfusion was used in 
very small quantities. A litre (2 pints) was a large 
transfusion. It was the experience of the transforma- 
tion effected by transfusion of much larger quantities 
of blood to patients with severe injuries that established 
the need for drastic revision of theory and the reassess- 
ment of old therapeutic practices. Blood banks were 
established in Moscow and Chicago by the early ‘thirties. 
Durdn-Jorda (1939) organized a modern transfusion ser- 
vice for the casualties in Barcelona during the Spanish 
Civil War. Blood banks were being developed in 
Britain during 1938 and 1939. The experience of the 
second world war led to their establishment as a normal 
part of our Health Service 

With stored blood available, transfusion came into its 
own. Early transfusion of large quantities of blood 
gave results that were clearly a major advance on all 
previous experience. Further investigations showed that 
the blood-volume methods were more reliable than had 
been suspected. New knowledge of blood groups and 
new techniques of cross-matching reduced the danger 
from incompatible transfusions. New methods of pre- 
paration and storage reduced other transfusion hazards, 
and blood can be stored for longer periods. 

British, American, and Canadian research teams came 
to similar conclusions during the 1939-45 war, and by 
1946 it was possible for some authorities to suggest that 
traumatic shock was nothing more than the effect of 
loss of blood or other fluid from the circulation. This 
was an over-simplification, but the new thinking 
required for the treatment of injuries at all stages must 
be based on the accumulating evidence that the most 
important single factor underlying states of shock and 
leading to early death following injury is loss of whole 
hlood by bleeding. 


Assessment of Extent of Bleeding 


The most important clinical and research study which 
emerged from the second world war is the Grant and Reeve 
(1951) classic “ Observations on the General Effects of In- 
jury in Man,” based on a study of 120 patients in England 
during the air raids and a further 110 patients seen in for- 
ward areas in Italy in 1944 and 1945. These authors empha- 
sized the extent of haemorrhage and the role of early rapid 
transfusion, especially in “ large ” and “ very large * wounds. 
They elaborated the possibility, particularly in limb injuries, 
of assessing the extent of blood loss from the nature of the 
injury They concluded that the word “ shock” was mis- 
leading and that existing theories were inadequate. 

Observations at the Birmingham Accident Hospital 
(Clarke, 1952 ; Clarke, Topley, and Flear, 1955 ; Clarke and 
Fisher, 1956) have confirmed those of Grant and Reeve. 
They are particularly important, because we have been 
dealing with civilian casualties and have been in a position 
to carry out very much longer follow-up studies, The last 
1S years, moreover, have seen the development of new 
methods for the determination of blood volume, using 
red cells labelled with radiophosphorus or radiochromium. 
These methods are not only more accurate than the plasma- 
volume techniques but they measure the red-cell loss directly. 
The radiochromium technique labels the red cells more 
permanently, so that their subsequent fate can be studied. 
In a large proportion of patients the life-span of transfused 
cells is similar to that of the patients’ own erythrocytes. The 


fact that we now have a variety of techniques has meant that 


we can cross-check one against the other and determine 
the blood volume at more frequent intervals. We are now 
satisfied that blood-volume studies carried out in the acute 
phase of injury and even during states of clinical shock can 
provide important information on the depletion of blood 
volume and the extent to which this is due to loss of whole 
blood. Compared with Grant and Reeve we would pay less 
attention to the blood pressure when it is normal and have 
had a greater experience in studying the effects of more 
adequate transfusions. . 

The first theoretical issue that we have been up against 
is the controversial question of “* where all the blood goes 
to.” From repeated blood-volume studies we have been 
able to show that when seriously injured patients are re- 
suscitated by transfusion to clinical states resembling norm- 
ality this change has never been associated with any apparent 
return of missing red cells. This alone might not be con- 
sidered decisive, so we have concentrated attention on 
measuring or assessing the actual extent of bleeding. 

We soon became aware that blood was missing from the 
circulation just as frequently in major closed fractures as it 
was in open wounds. The disappearance of blood appeared 
to be proportional to the extent of injury, and particularly 
to the size of the swelling. We therefore measured the 
amount of swelling in injured limbs soon after injury. The 
order of swelling frequently corresponds to the amount of 
blood missing from the circulation. From these measure- 
ments and a variety of clinical observations we are now in 
a position to make a more accurate clinical diagnosis, not 
only of the extent of blood loss already present but of that 
which is likely to occur later. The fact that swellings of 
a given order with recognizable surface appearance can con- 
ceal such extensive blood loss can be vividly illustrated by 
attempting to reconstruct such swellings, for which purpose 
we have used measured volumes of surgical felt (Clarke et al., 
1955; Clarke and Fisher, 1956). 

In addition to investigating blood loss in closed fractures, 
we have studied blood loss from open wounds. During 
surgery, bleeding can be measured by swab-weighing. Bleed- 
ing between admission and surgery can be measured by col- 
lecting the blood in a “ polythene ” bag wrapped round the 
limb. Bleeding at the place of injury, on clothes, on 
stretchers, and on the floor is difficult to measure, but we 
have toned up our capacity to estimate such loss by photo- 
graphing known amounts of blood distributed in clinically 
relevant forms. In addition photographs and clinical ob- 
servations of a wide range of injuries have been correlated 
with blood volume and laboratory studies. 

During the last four to five years we have carried out 
repeated studies of blood volume on over 100 patients suffer- 
ing from non-thermal injuries, many of whom have had very 
detailed clinical and laboratory investigation. 

Our general observations have been further confirmed by 
reports from the American research team in Korea (Prentice 
et al., 1954). They had large quantities of blood available 
and were able to resuscitate patients with such severe injuries 
that they would certainly not have survived at an earlier 
period of history. Although some of these observers specw- 
lated on the fate of the blood lost, it is now generally agreed 
that frank haemorrhage from the surface or into the tissues 
is enough to explain the loss of blood and that there is no 
fundamental mystery. We are now convinced that the blood 
loss observed in traumatic shock is simply due to haemor- 
rhage—to loss of whole blood, includ‘ng red cells, irre- 
trievably from the circulation as a result of direct injury to 
blood vessels and not due to pooling or stasis in the capil- 
laries. 


Indications for Transfusion 


The recognition that blood loss following injury has in the 
past been repeatedly underestimated has led not just to a 
policy of giving larger transfusions earlier and with greater 
speed, but to a careful attempt to establish a more accurate 
approach to transfusion indications at various stages. At 
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the same time we have had an opportunity to review other 
methods of treatment in the light of the effects of transfusion. 

We are now convinced that any patient who has lost more 
than 2-4 pints (1-2 litres) of blood, even when this has taken 
place slowly and when no early surgery is required, warrants 
consideration for blood replacement by transfusion. When 
such a patient has to be submitted to surgery and anaesthesia, 
or when further bleeding is likely to occur into dressings or 
into the injured part, transfusion is more definitely indicated. 
In the presence of more severe blood loss, large transfusions 
are indicated at an early stage, and in very severe injuries 
we are using transfusions which frequently exceed the 
patient’s total blood volume. 

As a result of our experience with larger primary transfu- 
sions we are convinced that blood replacement plays a vital 
part not only in the treatment and prevention of “ shock ” 
but in allowing more adequate primary surgery and in in- 
fluencing the whole pattern of illness following injury so 
that convalescence is greatly shortened. We have carried out 
detailed haematological and biochemical studies which begin 
to suggest how undertransfusion can lead to illness, and 
adequate transfusion to its reversal or cure. At a later stage 
transfusion is invaluable in the treatment of infected wounds. 
Adequate primary transfusion plays a part in the prevention 
of wound infection and delayed healing. 

In summary, blood transfusion is indicated when blood 
loss has occurred after injury: (1) for the treatment of 
established traumatic shock ; (2) for the prevention of shock 
and other complications of a low blood volume and red-cell 
mass ; (3) for the facilitation of adequate primary surgical 
repair, whether this be life-saving, for the arrest of haemor- 
rhage or the prevention of infection, or merely to limit dis- 
ability following injury to various tissues from bone to 
skin ; and (4) for the prevention of many features of the 
later illness of trauma. 


Dangers of Delay 

Our attitude to transfusions as the primary weapon in 
the prevention and treatment of complications of injury has 
altered our point of view on the timing of other methods of 
treatment. When transfusion is not indicated or possible, 
and in the presence of injuries that do not require surgery, 
a policy of expectancy may be in order. It may be justifiable 
to wait during the course of establishing a detailed diagnosis 
or for accurate cross-matching so that transfusion can be 
safe. In moderate injuries there is rarely any indica- 
tion for delay before the patient is transferred to expert 
medical care. In more severe injuries even without overt 
shock, a policy of delay without the facilities for diagnosis 
and transfusion is dangerous. Even when the patient appears 
fit, processes are taking place in connexion with moderate or 
severe injuries that tend towards deterioration rather than 
recovery. A large proportion of injured patients will begin 
their recovery only when transfusion and surgery have been 
carried out. Time is not on our side until a detailed diag- 
nosis and assessment has been made and treatment planned 
and begun. 

During recent years we have had considerable experience 
of the result of delay in transferring patients from outlying 
hospitals. Our experience corroborates the observations of 
Grant and Reeve. Patients with moderate and severe injuries 
do not benefit by an hour's rest which is associated with an 
hour’s delay in carrying out effective treatment. When it 
was imagined that the fall of blood volume was not due to 
actual loss of blood one can appreciate the focusing of atten- 
tion on rest. The patients that recovered did so because 
they were likely to improve anyway, but too many did not 
recover at all. A patient who has lost 25-40% of his blood 
volume from bleeding to the outside or into the tissues, 
even if he looks fairly fit, is in grave danger of major com- 
plications, particularly renal failure, if his blood volume is 
allowed to remain low for two to three hours. Some of our 
most successful experiences with severe injuries have been 
with patients transferred very early, or, when this has been 


impossible, when the surgical team has been transported to 
the patient. 

I remember in particular a boy of 18 injured in the Sutton 
Coldfield train smash. Both legs were torn to shreds from 
the lower thigh downwards and he had a fractured pelvis 
which required abdominal exploration to exciude a lesion of 
the gut. He was put straight in an ambulance at the site 
of the incident and reached the Birmingham Accident Hos- 
pital, 15 miles away, about 45 minutes later. He was in a 
state of profound haemorrhagic shock, but with the aid of 
transfusion of 11 bottles of blood, equal to his total blood 
volume, he survived early bilateral amputation and abdo- 
minal exploration and proceeded to make an uneventful 
recovery. Half an hour's delay without full transfusion 
might well have been fatal. 


Some Traditions 


The next orthodoxy which I wish to discuss is the tradition 
of hot sweet tea. Except when a very long delay is inevit- 
able before full medical attention can be reached, the amount 
of good that can be done by giving oral fluid is negligible. 
The real objection to ill-advised administration of fluids or 
solids to injured patients is the risk that this may lead to 
vomiting under anaesthesia, one of the common causes of 
anaesthetic disaster in patients requiring emergency opera- 
tions. When transfusion is needed, fluids by mouth are un- 
necessary. Quite apart from abdominal injuries any patient 
-with an injury that might conceivably require surgical treat- 
ment under anaesthesia, and this includes many minor 
wounds and fractures, should have nothing by mouth what- 
ever until a medical decision has been taken that no early 
operation is necessary. The only exception is that patients 
likely to be longer than two to three hours before reaching 
hospital may be given sips of water to allay their thirst. I 
remember the full operation of the older policy during my 
first few days in a casualty clearing station in North Africa. 
The hot sweet tea was given by the reception staff followed 
by large white tablets to prevent infection, and milk choco- 
late by the padres. The result was so dramatic that the 
routine was soon altered. Hot sweet tea is required only 
for patients who have not been significantly injured. Fric- 
tion is not indicated at all and smelling-salts should be 
relegated to the Victorian drama. 

More complex is the question of the use of heat in the 
treatment of the injured. It is perhaps logical from a lay 
point of view to heat anyone who feels cold. In fact, a 
patient who is cold and pale from a shut-down of the surface 
blood supply has insulated himself against heat loss. _ If 
he is shivering he is creating heat. The patient whose skin 
feels cold to the touch and who complains of feeling cold 
may have a raised internal temperature. The patient who 
is cold because he has lost a moderate amount of blood 
will warm up spontaneously unless exposed to the elements. 
Heating the surface of a patient who has lost a moderate 
amount of blood may open up the blood supply to the 
skin and side-track blood from circulation through more 
essential organs. The patient who is shocked or in a state 
of lowered consciousness following a head injury is liable 
to be burnt by the use of hot cradles or hot-water bottles 
even when the latter are supposed to be applied outside 
blankets. Finally, the skin appearance and temperature 
are valuable clues to the state of the circulation in the body 
as a whole and of an injured limb in particular. The use 
of heat confuses the evidence. In general there is no place 
whatever for hot-water bottles or hot cradles in the treat- 
ment of injured patients. The more serious the injury the 
less need there is for blankets. Blankets should be used for 
(1) the comfort of the patient with a minor injury, and (2) in 
cold weather for the protection of the patient with moderate 
injuries. 

The head-down position is valuable when the pulse is thin 
or absent and it appears that consciousness has been inter- 
fered with as a result of severe blood loss. It is necessary 
only in severe conditions. 
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Splintage is important but needs to be simple. When a 
patient is to be transported a short distance and will reach 
hospital within half an hour of injury, it is not justified to 
take 20 minutes to apply a Thomas splint when tying the 
legs together will do just as much good. 

Morphine and allied drugs are sometimes of value in the 
presence of pain, distress, and major anxiety. In general, 
however, the more severe injuries do not give rise to great 
pain except on movement of injured parts. Such drugs 
must never be used as treatment for “shock.” Large doses 
of morphine, particularly when repeated subcutaneously in 
the presence of a sluggish circulation, are dangerous. 


Shock: A Complex of Reactions 


The main lesson I would suggest from the point of view 
of first aid is that there is no treatment for shock as such, 
and that in this country rapid evacuation to hospital is the 
decisive objective. Before concluding with some concrete 
proposals on the formulation of first-aid principles in this 
connexion I would like to deal further with the theoretical 
question of the nature of the complex of reactions com- 
monly known as “shock.” The best early description I can 
find is that of the famous sixteenth-century French surgeon 
Ambroise Paré. It appears in Johnson's translation as 
“ sowning 


“ Sowning is a sodain and pertinacious defect of all powers, 
but especially the vitall; in this the patients lie without motion 
and sense, so that the Ancients thought that it differed from 
death only in continuance of time. The cause of sowning which 
happens to those that are wounded is bleeding, which causeth a 
dissipation of the spirits: or fear, which causeth a sodain and 
joint retirement of the spirits to the heart. . . . Also sowning 
happens by a putrid and venenate vapour, carried to the heart 
by the arteries, and to the brain by the nerves; by which you 
may gather, that all sowning happens by three causes. The first 
is, by dissipation of the spirits and native heat, as in great bleed- 
ing. And then by the oppression of these spirits by obstruction, 
or compression, as in fear or tumult. Lastly, by corruption, 
as in bodies filled with humours, and in poysonous wounds. The 
signs of sowning are paleness, a dewy and sodain sweat arising, 
the failing of the pulse, a sodain falling of the body upon the 
ground without sense and motion, a coldness possessing the 
whole body, so that the patient may seem rather dead, than alive. 
For many of these who fall into a sown die unless they have 
present help.” 

Since Paré’s day there has been a continuing battle between 
the advocates of the three main theories—that shock is due 
to haemorrhage, nervous action, or toxins. To deal with 
the last category first, it is true that a state indistinguishable 
from the shock we are talking about can result from severe 
infection following injury, particularly from gas gangrene 
or peritonitis. Even in these conditions there is probably 
some blood loss and widespread extravasation of fluid. A 
low blood volume plays a major part in the clinical condi- 
tion, which can frequently be reversed by a combination of 
chemotherapy, surgery, and intravenous transfusion of blood 
or other fluids. In the terminal stages it is perhaps true to 
say that the capillary bed is paralysed by toxins whose full 
nature has yet to be elucidated. From the point of view of 
first aid such conditions are unlikely to develop within four 
hours of injury, and the answer is still rapid evacuation to 
hospital. 

We are kit with the effects of haemorrhage and loss of 
fluid trom the circulation and with the effects of reflex 
nervous action. In the absence of significant local or general 
injury, a transient state of collapse, with pale, cold extrem- 
ities, a feeble pulse which may be slow, a very low blood 
pressure, nausea, vomiting, sweating, and loss of conscious- 
ness, may result from reflex nervous action resulting in 
redistribution of blood within the circulation. In the pre- 
sence of bleeding this response may be of value to the 
patient in that the blood pressure falls and arrest of bleeding 
is facilitated (Edholm, 1952; Barcroft, 1957). But the re- 
sponses can happen without any bleeding at all from the 
fright of the injury and the events associated with it. from a 
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needle-prick, the sight of blood, or even the sight of a needle- 
prick in a film or on television, The thought of blood is 
almost enough in some people to induce this type of faint or 
vasovagal attack. The blackout may be of secondary benefit 
to the patient in that the full impact of unpleasant events is 
obliterated from consciousness. 

It may be possible that we are dealing here with a basic 
unconditioned type of reflex response to a falling blood 
volume which in the course of evolution and conditioning 
can now be fired off in man by a variety of stimuli not 
infrequently associated with haemorrhage. Such responses 
may possibly acquire new significance in the course of this 
evolutionary emergence. The primitive “ fight or flight” 
response of Cannon (1923) may not be the only basic pattern 
of primary response to injury. Cowell’s (1919) “* primary 
shock ” may vary greatly in its prognostic significance, but 
is a clinical state that still happens and requires explanation. 
The stimulating hypothesis of Slome and O'Shaughnessy 
(1938) that the primary reaction was due to fluid loss and 
the secondary collapse had its nervous component, warrants 
renewed consideration at a higher level of complexity and in 
the light of further evidence from the human subject now 
that we can measure the degree of oligaemia. 

The real difficulty is that it is often clinically impossible 
to distinguish this reaction from true haemorrhagic shock, and 
that this type of response may be the first overt reaction of 
the organism to a serious injury with severe bleeding. 

The shock reactions which result from bleeding or loss of 
fluid may in the first place be precisely similar to the 
classical neurogenic response, but may pass over to another 
type of circulatory response. This is characterized by con- 
striction of blood vessels tending to keep the blood pressure 
raised as opposed to the dilatation of deep blood vessels 
especially in muscles, which has been demonstrated in the 
first type of response. All the patterns of redistribution of 
the circulation which can follow soon after injury are oper- 
ated through the nervous system by reflex action, so that 
once there is significant injury of any kind it is no longer 
a question of this or that type of shock—it is a question of 
a particular pattern of nervous reaction fired off by particular 
comb nations of causative factors, of which haemorrhage is 
likely to be the most important. The nervous response 
determines the reaction of the circulatory system. 

While some of the early patterns of so-called circulatory 
failure following injury are essentially beneficial to the 
organism, the continued operation of the underlying pro- 
cesses, especially when associated with further bleeding, may 
change their fundamental character for the worse without 
obvious external change. The continued operation of a 
beneficial type of response beyond a given period of time 
may lead to dangerous complications. This is particularly 
so when the shock reaction involves vasoconstriction. The 
blood pressure may be maintained, but the blood flow 
through essential organs can be so reduced that their subse- 
quent failure is inevitable. Partial resuscitation may produce 
an apparent improvement, but the patient dies from inter- 
ference with the functions of such essential organs as the 
kidney, liver, heart, lungs, and brain. 

A considerable amount of recent medical research and 
literature has focused attention on the endocrine glands, 
particularly the suprarenal cortex and the pituitary. These 
organs undoubtedly play a major part in producing the total 
reaction of the patient, but their activity is intimately linked 
with that of the nervous system, and theories which attempt 
to attribute the whole “stress reaction” (Selye. 1950) to 
action of these glands are, to say the least, one-sided. 

A further new concept has emerged in recent years. It is 
suggested that following injury or other severe disease the 
patient may be suffering chiefly from harmful excessive re- 
actions which can be modified by transforming the total 
reactivity of the organism. This can be done by cooling 


or by the use of such drugs as chlorpromazine and the 
“lytic cocktail” or by these combined with cooling (Laborit, 
1952 ; Laborit and Huguenard, 1954). The whole question is 
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complex, and I think it fair to say that at present there is 
not enough evidence to warrant the use of cooling or 
hibernation in the treatment of severe injuries, with the pos- 
sible exception of certain head injuries. Further elucidation 
of the detailed responses of the organism to injury may allow 
us to replace heating by cooling as a definitive approach to 
treatment, but this belongs to the future. 


Suggestions for Teaching of First Aid 


To return to the point from which we started, the teach- 
ing of first aid and the content of the first-aid textbooks. 
The full report of Grant and Reeve did not appear until 
1951, six years after their research had been completed. It 
is then hardly fair to criticize the fact that the last edition 
of the St. John First Aid to the Injured, which was revised 
in 1950, reflects a position intermediate between the teachings 
derived from the first world war and those which are now in 
process of emerging from more recent clinical and research 
observations. 

The time is now ripe for the incorporation of these ad- 
vances and their implications into the teaching of first aid, 
and with this in mind I shall conclude with suggestions for 
the section on “Shock” in the St. John textbook for con- 
sideration by those responsible for its revision. 


SHOCK 


Shock is a state of collapse following injury or disease. It is 
characterized essentially by changes in the circulatory system. 
Its severity varies with the nature and extent of injury. It may 
develop early or late. It is a common cause of death following 
major injury. Prompt efficient hospital treatment is frequently 
of the utmost importance. 

The most important cause of shock is loss of blood or other 
fluid from the circulation. In most injuries other than burns, 
severe shock within a few hours of injury is due to bleeding to 
the outside or into tissues or body cavities. 


Types or SHOCK 


There are two types of early shock following injury which may 
be clinically indistinguishable. The one may follow the other 
with or without an interval. Nerve shock is a reflex nervous 
response not necessarily associated with any reduction in the 
volume of circulating blood. The other type of shock is associ- 
ated with a reduced blood volume from bleeding or other fluid 
loss. In addition, any patient with a moderate or severe injury 
must be regarded as in a state of latent or concealed shock. The 
blood volume is reduced with little evident disturbance of the 
circulation. Obvious clinical shock can be precipitated by move- 
ment, further bleeding, emotional stimuli, surgery, and anaes- 
thesia. or may develop with the passage of time. 

Toxic shock may complicate the development of infection 
following severe injuries to the limbs or trunk. It is rarely of 
significance within four hours of injury and requires immediate 
transfer to hospital 

Nerve SHOCK 


All forms of shock involve reflex nervous action, but it is 
possible to distinguish a type of early nerve shock associated 
with minor injury which results from purely nervous or psycho- 
logical factors. 

Signs and Symptoms.—These may range from a faint or 
“ vasovagal ” attack with little evident circulatory change except 
a slow pulse accompanying transient loss of consciousness to a 
state of severe collapse with extreme pallor, coldness of the 
extremities, a feeble pulse which may be undetectable, sweating, 
vomiting, and unconsciousness. 

Course.—In the absence of serious injury or bleeding this 
condition will pass off within a few seconds or minutes. In the 
presence of significant injury and bleeding it may pass imper- 
ceptibly into a state of severe shock or may recur following 
movement or further bleeding. It can be diagnosed with confi- 
dence only when recovery is rapid and it is clear that the injury 
is trivial. 

Treatment.—Lay the patient flat on the floor, stretcher, or 
couch. Reassure when conscious. Examine for evidence of 
significant injury. Cover with a blanket but do not heat. If 
recovery does not take place rapidly, medical care must be 
obtained urgently or the patient sent to hospital. When the 
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patient is conscious and it is clear that no operation will be 
necessary, he may be given a drink of tea or whatever other 
drink is available or preferred. 


Latent SHOCK 

The majority of patients with more than trivial injuries are 
liable to develop some form of shock. This may appear to be 
due to pain or movement, but is always more likely in the 
presence of blood loss. The extent of bleeding distinguishes 
certain types of injury and makes them more likely to develop 
late collapse or a persisting state of shock. 

A patient with a single fracture of the femur can lose 20-30%, 
of the blood volume (2-4 pints) into the thigh without a wound. 
A patient with a fracture of the pelvis can lose much more. In 
compound fractures of the tibia and fibula 15-20% of the total 
blood can be lost. In multiple injuries each individual injury 
contributes its quota of bleeding. The risk of collapse depends 
on the amount and rapidity of such bleeding. 

The patient with suspected major fractures, severe wounds, 
multiple minor injuries, or significant trunk injuries can lose 
enough blood to cause severe dangerous shock. For a time the 
patient can compensate for the blood loss, but his situation 
becomes more critical with the passage of time unless the blood 
volume is restored to a near normal level by transfusion. When 
surgery is urgently necessary the risk increases with every delay. 

Signs and Symptoms.—Patients with latent or compensated 
shock may be pale with cold extremities, they may be warm and 
pink. They may have a rapid or slow pulse, a raised or lowered 
blood pressure. They may be anxious and in pain or listless and 
semi-stuporous. They may be thirsty, sweating, or vomiting, or 
apparently perfectly fit. The severity of this condition depends 
on (1) the extent of blood or fluid loss, (2) the extent and nature 
of the injury, and (3) the time that has elapsed since injury. 

Treatment.—(\1) Move as little as possible, and that gently but 
swiftly. Wounds must be bandaged and bleeding controlled. 
Major fractures must be splinted in the simplest way consistent 
with efficiency and speed. (2) Give nothing by mouth to any 
patient who may require an operation later unless there is an 
unavoidable delay of several hours before reaching hospital. 
(3) The patient may be covered with a blanket, but in warm 
weather care must be taken not to increase sweating. Hot-water 
bottles and hot cradles are dangerous. The unconscious patient 
requires no heat by way of first-aid treatment. (4) Evacuate to 
hospital as quickly as possible. 


ESTABLISHED SHOCK 


This is characterized by extreme pallor and coldness of the 
extremities, sometimes an ashen-grey colour, a feeble pulse which 
may be very rapid. The blood pressure is low and may be 
unobtainable. This dangerous condition may be associated with 
obvious major injuries, but is none the less dangerous when the 
injuries are deep and blood loss is not evident. 

Treatment.—There is no first-aid treatment for shock. When 
the journey to hospital is likely to be short—for example, less 
than 45 minutes—transfer immediately to hospital with the mini- 
mum of movement except transfer to a stretcher. It is unwise 
to delay for as much as five minutes for any form of first-aid 
treatment, except for (1) severe wound bleeding, (2) a sucking 
chest wound, (3) obstruction to the respiratory passages, or 
(4) failure of respiration. In any case delay may be fata). Heat 
is not needed. Friction is contraindicated. Rapid, firm ban- 
daging of injured limbs may limit further blood loss. The mini- 
mum of effective splintage is required. Morphine is valuable for 
severe pain, but requires the presence of a doctor. The stretcher 
should be tilted so that the level of the head is lower than the 
rest of the body. When rapid evacuation is impossible, careful 
splintage is of great importance, and fluids may be given if the 
patient is conscious and not vomiting. Overheating is dangerous. 

Such patients may recover only with major transfusion and 
surgery. The severity of the apparent state of collapse makes 
such treatment a matter of grave urgency. 


Conclusion 


Finally I must refer briefly to two matters of great import- 
ance. Firstly, what are the dangers of blood transfusion ” 
With a 24-hour laboratory service and a_ well-organized 
transfusion service the risks of transfusion need be no 
greater than the risks of anaesthesia for a minor operation 
in the hands of a trained anaesthetist. Infinitely greater harm 
is done to-day by inadequate transfusion. There remain 
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dangers from transfusion at the wrong time and the wrong 
speed, and we are concerned with learning how the judgment 
necessary to reduce these risks can be acquired and taught. 

The second question is that of supplies. In some parts of 
the world there are difficulties, but in Britain there are big 
reserves of voluntary donors yet untapped. The difficulties 
are organizational. If blood is needed it can be obtained. 
As for cost: what is it worth to save a life or a hundred 
lives? Certainly with full modern resuscitation we can do 
more than save lives—particularly when our injured patients 
get to hospital quickly. Modern transfusion allows the latest 
developments in plastic and orthopaedic surgery to be applied 
at an earlier stage. The lessons we have learnt at the 
Birmingham Accident Hospital must be shared more widely 
and especially with our first-line allies—the first-aid workers 
—so well typified by the thousands who have been trained by 
the surgeons of the St. John Ambulance Brigade. 


Summary 

Traditional teaching on the first-aid treatment of 
“shock ” is criticized. The older practices are traced 
to their theoretical origin in observations based on the 
experience of the first world war. 

First-aid teaching needs to be revised on the basis of 
a recognition of the role of blood transfusion. This in 
turn must be based on an understanding of the extent of 
blood loss. Further evidence has been produced to show 
that blood loss is as important in civilian injuries as in 
battle casualties. Modern transfusion has been made 
possible by the development of blood banks. Modern 
techniques for the investigation of blood volume have 
helped the development of clinical aids to the assess- 
ment of blood loss and transfusion indications. 

An appreciation of the role of transfusion in the 
prevention and treatment of shock requires reconsidera- 
tion of the need for early diagnosis and treatment, with 
early transfer to hospital as a basis of first aid for 
moderate and major injuries. Fluids by mouth are 
rarely indicated in first aid. The disadvantages of heat 
treatment are discussed. 

The significance of “ primary shock ™ is discussed, and 
it is suggested that many forms of early circulatory 
change following injury are not necessarily harmful 
unless associated with loss of blood or other fluid from 
the circulation. 

Suggestions are made for revision of the section on 
“Shock” in the St. John manual First Aid to the 
Injured. 

Brief reference is made to the dangers of transfusion 
and the possibilities of obtaining adequate supplies of 
stored blood. 
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SYSTEMIC LUPUS ERYTHEMATOSUS* 


BY 


LESLIE C. HILL, M.D., F.R.C.P. 
Physician, Royal United Hospital, Bath 


Arthritis and Arthralgia 


Joint involvement was the commonest clinical feature 
in this series. Of 49 patients, 45 showed joint symptoms 
at some time. In 28 the first evidence of systemic lupus 
was a Clinical picture indistinguishable from rheumatoid 
arthritis ; a further 10 began their illness with vague 
joint symptoms, often monarticular or asymmetrical. 


Taste V.—Incidence of Clinical Features in 49 Cases 


Albuminuria 38 Splenomegaly 14 
Rheumatoid arthritis ; 34 | Adenopathy 14 
Secondary infection 2 Arthralgia or atypical arthritis 12 
Respiratory il phenomenon 7 
Other : 17 Pericarditis 7 
Rash ; 24 Hypertension 4 
Nervous system 23 | Gastro-intestina! 4 
Psychiatric ee 13 | Myalgia and vague pains 3 
Epilepsy 7 5 | Blood dyscrasia 3 
Neuropathy S| Alopecia 2 
Hepatomegaly 16 


The high incidence of arthropathy (Table V) in these 
cases might reasonably be thought to reflect a special 
interest in the rheumatic diseases ; it is in fact little greater 
than that reported by many workers who have not this 
special interest. Harvey et al. (1944), for example, record 
arthritis or arthralgia in 95 of 105 cases; in 66 one or 
other was the presenting symptom. Similar figures were 
reported by Dubois (1956), 90%, Jessar et al. (1953). 
77%, and Shearn and Pirofsky (1952), 85%. 

Joint symptoms fall broadly into three main types 
arthralgia, migratory polyarthritis, and chronic arthritis 
of the rheumatoid type. 


Arthralgia and Myalgia 

The aching pain in the muscles or around the joints is 
usually described as “ fibrositis” ; it may be migratory and 
accompanied by transient swelling and tenderness over a 
few joints. This muscular pain and tenderness is occasionally 
the predominating symptom, as in the following case. 

Case 1.—A woman of 37 first noted stiffness, swelling, and 
slight pain in her fingers eight months before admission to hos- 
pital, followed in two months by tenderness of the thigh and 
upper arm muscles. Later, all her muscles became so tender 
and painful on movement that a diagnosis of dermatomyositis 
was considered. The facial rash and L.E. cells, however, sug- 
gested the true diagnosis, which was confirmed at necropsy two 
weeks later. 

In my experience, arthralgia or myalgia as a first symptom 
seems to be of unfavourable significance. Of 10 patients 
presenting in this way, three died within two and a half years, 
two were in very precarious health about two years after 
the onset, and three others were only kept in partial re- 
mission by steroid therapy. Some of Kersley’s (1951) cases 
of senile myalgia may belong to this group. He described 
a syndrome of muscle pain with systemic reaction in elderly 
patients, predominantly women. Their symptoms were un- 
usually persistent and refractory to conservative therapy 
but responded promptly to cortisone. Bagratuni (1956) has 
reported a similar series. 


Migratory Polyarthritis 
This is easily confused with rheumatic fever, especially as 
it seems to occur mainly in younger patients. The incom- 
plete response to salicylates may suggest the diagnosis. 


*The second of two Lumleian Lectures (abridged) delivered 
before the Royal College of Physicians of London on April 2 
end 1957. The first lecture appeared in last week's issue 


Sept. 28, 1957 


SYSTEMIC LUPUS ERYTHEMATOSUS 


727 
Mepicat JOURNAL 


A girl of 11 developed painful swelling of her ankles. Ten 
days later she had swollen painful knees, pleuritic pain, and 
fever. On admission the joint swelling and pain had disappeared, 
but nodules were felt over the occiput and iliac crests and there 
were raised red nodules on the fingers. Pleural and pericardial 
friction developed and she was treated with penicillin and aspirin. 
Two days later an erythematous rash appeared on her face and 
arms with later a further attack of fever, pleurisy, and jaundice. 
In three weeks she was well again and remained fit, except for 
Raynaud's phenomenon and stiffness in the legs, for nine months. 
She then developed simultaneously swelling of the knees and a 
sore throat and was given sulphonamides ; there followed on the 
next day a rash, fever, glands, and nodules. She again improved 
spontaneously. L.E. cells have never been found in this child, 
but a continuously raised sedimentation rate with a leucopenia 
makes the diagnosis probable. (She has recently been in hos- 
pital again with a short-lived pericarditis.) 


Chronic Arthritis of the Rheumatoid Type 

The arthritis of systemic lupus can exhibit features which 
are unusual in typical rheumatoid arthritis. Joint involve- 
ment may be asymmetrical and show rapid spontaneous 
variations ; on the whole, destructive changes and deformity 
are less in evidence. I cannot agree with Keil’s (1937) state- 
ment that ulnar deviation never occurs in systemic lupus. 
I have seen it often. On the other hand, I have never seen 
the absorptive changes of arthritis mutilans. Many cases, 
however, are indistinguishable from rheumatoid arthritis 
until severe constitutional disturbances suggest the more 
serious disease. 

Arthritis of the rheumatoid type rarely seems to develop 
when some other manifestation has been the presenting 
feature. Of the 10 patients whose illnesses began without 
any joint symptoms, only 2 developed rheumatoid changes, 
and these were mild and atypical ; a chronic discoid rash 
was the presenting feature in both cases. If we accept the 
thesis that features such as severe constitutional upset, 
serositis, or a neurological disorder are evidence of the 
malignant phase of the disease and that this malignant 
phase is limited in duration, it may well be that 
patients who pass rapidly into the malignant phase do not 
survive long enough to develop chronic arthritis unless their 
disease is well controlled by steroids or antimalarials. 
Clearly this is not the whole explanation. Of the seven 
patients not presenting with either joint symptoms or a 
rash, two died in less than three years, three were maintained 
precariously on steroids, one was doing well on mepacrine, 
and one has achieved a spontaneous remission. 

The problem of deciding when the diagnosis of a patient 
with arthropathy should be changed from rheumatoid disease 
to systemic lupus is a difficult one. At the moment my 
decision rests on the clinical assessment, and I am not pre- 
pared to be browbeaten into making the diagnosis on the 
basis of an unexplained laboratory phenomenon. In general, 
the more serious diagnosis must be considered when a patient 
with rheumatoid arthritis shows severe constitutional features 
or goes rapidly downhill, or, again, if the sedimentation 
rate remains high (over 60 mm. in 1 hour) when the joints 
have passed into a stage of remission. Other suspicious 
features include chronic leg ulceration, a false-positive test 
for syphilis, or the involvement of other systems. The 
significance of the L.E. cell phenomenon in rheumatoid 
arthritis becomes more controversial since Kievits ef al. 
(1956) reported it in 17° of nearly 500 cases. Their patients 
with positive L.E. cells had more rapid sedimentation rates, 
a higher incidence of splenomegaly, respiratory and renal 
disease, anaemia, and false-positive Wassermann reactions 
than other cases of rheumatoid arthritis. It may be that 
these cases are examples of a prolonged benign phase of the 
disease. 

So far no comparable survey has been reported in this 
country, but the L.E. cell test is now almost a routine in 
severe cases with constitutional symptoms. Even in this 
selected group, positive tests are rare—certainly less than 
17%—and I am not prepared to believe that 1 in 6 of 
rheumatoid patients is a candidate for systemic lupus. It is 
difficult to avoid the impression that standards of technique 
and interpretation vary from centre to centre. 


Skin 


The scrupulous and graphic description of the rash by 
Hebra and Kaposi (1875) has never been surpassed and 
should be read in the original. The distribution of the 


lesions can be best appreciated by quoting Kaposi's (1872) 
lupus erythematosus 


concluding remarks, “I have seen 


everywhere on the 


body surface.” 
There are, how- 
ever, some distin- 


guishing features. 
C ha racteristically, 
the rash occurs as 
a group of discoid 
lesions occupying 
a butterfly wing 
pattern on the 
cheeks (Fig. 8). 
Another more 
widespread erythe- 
matous type com- 
monly affects the 
V area of the neck 
and other exposed 
parts, and varies 
from a mild blush 
to a violent ery- 
thema with oedema 
and even vesicular 
and bullous erup- ~ 

tions. Any form , Fic. 8.—Lupus erythematosus occurring 


, asa group of discoid lesions of butterfly- 
of the rash may ving pattern on the face. 


occur at any point 
in the disease. Less common features are the elongated 
telangiectases, usually on the nail-folds, and intense purplish 
erythema around the nail-beds, which may progress to 
ulceration and scarring (Fig. 9). 


After mepacrine treatment, 


Fic. 9.—Showing the intense ~ gs erythema around the nail- 


lichenoid changes have been described which can be very 
disfiguring. One of my patients (Case 49) unfortunately 
shows these blemishes. 

The relationship of chronic discoid to systemic lupus is 
still controversial. Careful investigation of patients with 
apparently uncomplicated discoid lupus has tended to sup- 
port such a relationship by revealing laboratory abnormali- 
ties common to both. Wilson and Jordon (1950) considered 
every case to be the cutaneous expression of a generalized 
disease ; their evidence is unconvincing. They have, how- 
ever, received support from Dubois and Martel (1956). 
Cohen and Cadman (1953) drew attention to the many grada- 
tions between the chronic discoid lesion without evidence of 
generalized spread and the acute systemic disease with no 
skin changes. Systemic spread seems more likely when the 
rash has extended below the chin. In contrast, R. Warin 
(1957, personal communication), who has carefully followed 
48 patients with chronic discoid lupus (33 women and 15 
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men) for three years or more in Bristol, found only two 
cases of frank generalization, both following a course ol 
penicillin for intercurrent infection, 

A rash was the first symptom in four of our cases. !t 
was followed after intervals of from six months to two 
years by other evidence of the disease. The rash in these 
patients did not differ from other examples of discoid lupus 
which remained confined to the skin. For practical pur- 
poses, therefore, systemic spread must be recognized as a 
hazard of discoid lupus, though probably quite a small one. 
A lupus rash was present at some time in 24 of our 49 


cases. 


Renal Lesions 
Involvement of the kidneys is a most serious feature, and 
uraemia is one of the two main causes of death. Renal in- 


volvement commonly takes the form of a nephrosis which is 
unremarkable, except that, as in amyloidosis, the serum 
cholesterol is usually not raised. Hypertension is rare. The 
urinary sediment is in no way specific. It is important to 
appreciate that the mild albuminuria which may occur in 
the early stages, and even be accompanied by a deposit of 
red cells and a few granular or hyaline casts, can be merely 
a temporary febrile phenomenon. 

Many workers, notably Stickney and Keith (19490), 
Dubois (1953), and Harvey et al. (1954), have emphasized 
the frequent discrepancy between the clinical picture and the 
necropsy findings. Joske (1956) and Muehrcke ez al. (1956), 
using renal biopsy, confirm this lack of correlation and stress 
the frequent occurrence of renal damage without corre- 
sponding clinica! evidence of nephritis. They also show that 
renal lesions can arise and progress during steroid therapy 
and that they are usually irreversible. Dubois (1956) has 
suggested that very large doses of steroids may favourabiy 
influence renal pathology, but this is not the general opinion. 

In our series albuminuria occurred at some time in 37 
cases. Impaired renal function was found in 10 out of 1© 
patients tested. 


Lungs and Picura 


Terminal bronchopneumonia is of course common, but 
intrinsic lung involvement is less well documented. Osler 
(1895) mentioned “protracted pneumonia” among the 
visceral changes. Since then pulmonary lesions of all types 
have been described, notably by Foldes (1946), Israel (1953), 
Harvey et al. (1954), and Ellman (1956). They may ceuse 
dyspnoea to dominate the clinical picture and have to be 
distinguished from the secondary pyogenic infections which 
are so frequent in the terminal! stages. 

Pleuritic pain is a prominent and frequently early 
symptom. It has a way of persisting and can be very dis- 
tressing. The pleurisy is usually dry; when an effusion 
occurs it tends to be small. L.E. cells have been found in 
both pleural and pericardial effusions. Abundant coarse and 
sticky rales are commonly heard at the bases, where they 
tend to be associated with x-ray appearances of plate-like 
atelectasis with elevation and fixation of the diaphragm on 
one or both sides. Ellman and Cudkowicz (1954) and 
Ellman (1956) have described similar changes in association 
with rheumatoid arthritis. 

Whereas the pleural changes are variable, tend to respond 
to treatment, and rarely give rise to anxiety, little regression 
can be expected in the lungs. 

Clinical evidence of pleurisy, with or without effusion, was 
present in 19 of our cases; in one it was the presenting 
feature. Gould and Davies (1955) found x-ray signs of 
pleural thickening in 74 of their 100 cases, and ill-defined 
lung infiltration or linear plaques in 50. Massive effusions 
were rare, 


Central Nervous System 


The central nervous system is frequently implicated and 
no part is immune. 
may be severe and are usually intractable. 


Neurological and psychiatric symptoms 
More than a 
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guarter of the 100 cases of S.L.E. recently reviewed by Clark 
and Bailey (1956) revealed evidence of involvement of the 
nervous system. Among the mental symptoms were anxiety, 
depression, personality changes, mental deterioration, and 
hallucinations. Of the neurological symptoms, convulsions 
were by tar the commonest ; others included diplopia, hemi- 
plegia, polyneuritis, and subarachnoid haemorrhage. 

The highest incidence of fits, 35%, is recorded by Dubois 
(1953). While a long history of epilepsy may usher in the 
disease. fits are more commonly associated with acute 
exacerbations and are ominous signs, though they may 
respond to steroid treatment. 

Case 34.—A 13-year-old boy was admitted to hospital with 
fever and central chest pain. Pericarditis was diagnosed. He 
was treated with salicylates and improved. Ten months later 
he relapsed, had an epileptiform convulsion, and remained 
semi-conscious for two months. L.E. cells were found. Follow- 
ing intravenous hydrocortisone, transfusion, and antibiotics, he 
slowly improved, though the passage was stormy and interrupted 
by pleurisy with effusion, He is now maintained precariously in 
a “Cushingoid ” state on a large dose of prednisone, and has 
had no more fits. 

Nervous symptoms were present in 23 of our cases. In 
13 there were psychotic features, notably severe depression. 
Five patients had convulsions and five some form of neuro- 
pathy 

From these considerations we learn two valuable lessons. 
Firstly, mental and neurological disturbances, arising with- 
out obvious cause in a woman between 20 and 40, require 
the estimation of the sedimentation rate and, if it is raised, 
for further investigation bearing on systemic lupus. Secondly, 
such symptoms must be recognized as part of the natural 
history of the disease and not be mistakenly attributed to 
steroid therapy. 

Hepatic Involvement 


Clinical evidence of important damage to the liver is rare. 
Nevertheless, it is probably the site of pathological change 
in a considerable proportion of cases ; hepatomegaly occurs 
in about one case in three in most series, and our figures, 
16 cases in 49, agree with this. 

Joske and King (1955) refer to these changes as “ hepatic 
lupus” ; in contrast they, and Mackay et al. (1956), reported 
a small series which they labelled “ lupoid hepatitis.” These 
patients had symptoms and signs of active chronic hepatitis, 
usually of viral origin but occasionally alcoholic, but with 
additional features which included a rash, arthralgia, nephro- 
pathy, haemolytic anaemia, high sedimentation rate, leuco- 
penia, the presence of L.E. cells, and response to cortisone. 
Biopsy, performed in two cases, showed infiltration by lympho- 
cytes, plasma cells, and histiocytes, and one case exhibited active 
nodulay regeneration and fibrosis. The clinical and labora- 
tory changes in these seven patients compare closely with 
another series reported by Bearn et al. (1956); 23 of their 
26 patients were young women, with an average age of 15. 
They emphasized the frequency of arthralgia, which is un- 
common in cirrhosis following hepatitis, and the striking 
response to cortisone therapy. 

The clinical course and response to steroids of these cases 
is reminiscent of the so-called “ cholangiolitic hepatitis ” 
described by Watson and Hoffbauer (1946), in which pro- 
longed hepatitis was associated with regurgitant jaundice in 
the absence of evidence of hepatocellular dysfunction. The 
authors postulated increased permeability of the finest bile 
radicles permitting regurgitation of fluid and bile pigments 
into the intercellular spaces. The response to corticotrophin 
might depend upon a capacity to decrease bile capillary 
permeability in the same way that it decreases blood capillary 
permeability. 

It is possible that this “ lupoid hepatitis ” is another mani- 
festation of the benign phase of systemic lupus, this time in 
a vital organ. The features described by Joske and King as 
“hepatic lupus” seem, however, to be entirely non-specific 
and might occur in the course of any grave illness with fever 
and poor nutrition. 


| | 
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Gastro-intestinal Manifestations 

Brown et al. (1957) have reminded us that systemic lupus 
can affect the gut, and they support Osler’s (1895) emphasis 
on this aspect of the disease. They report gastro-intestinal 
symptoms in 32 out of 87 proved cases. ‘In the main, the 
symptoms were non-specific and of minor importance, but 
five cases had features of small-gut obstructian. This was 
due to localized ileus of the duodenum and upper jejunum. 
It is important to recognize such cases, since they respond 
to a conservative regimen of rest, frequent small feeds, and 
antacids, if necessary with steroids to control the underlying 
disease. Surgical intervention is contraindicated. Whether 
the ileus is neurogenic, from involvement of the autonomic 
nervous system, or due to vascular changes with consequent 
ischaemia is uncertain. 


Ocular Changes 


Ocular changes are a recognized feature of systemic lupus, 
and Semon and Wolff (1933) were the first to describe histo- 
logical findings. Clifton and Greer (1955), in an excellent 
paper, recorded the ophthalmoscopic and pathological 
appearances in two fatal cases, both malignant in type, and 
I have their permission to reproduce one of the fundus 
paintings (Fig. 10). 


Fic. 10.—Ocular changes. Reproduction of a fundus painting 
of Clifton and Freer, 1955, by permission. 


Retinal changes are rare, except in the acute and partic- 
ularly the terminal phases. They consist of “ cotton-wool ” 
lesions—the cytoid bodies—mild papilloedema, and small 
superficial haemorrhages. The cytoid bodies vary in size 
and lie along the course of arteries or veins. In sections they 
appear as spherical or pyriform eosinophilic structures with 
a deep red core. They have a high mucopolysaccharide con- 
tent. They have been regarded as nerve fibres swollen by 
immersion in oedema fluid, but both Maumenee (1952) and 
Clifton and Greer (1955) favour an exudative origin. They 
are not specific, occurring also in hypertensive retinopathy, 
and in diabetic retinopathy accompanied by hypertension. 
Their presence when hypertension is absent is, however, 
highly suggestive of systemic lupus. 


Treatment 


The problems of treatment are many and difficult. We 
are confronted with a disease whose natural history is un- 
predictable and whose phases are often sudden and un- 
expected. Management, indeed, tends to be paradoxical : a 
Gladstonian air of expectancy may well be more rewarding 
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than the most energetic use of powerful hormones, possess- 
ing potentialities for great evil as well as great good. 
Although we do not know how to avoid the disease, we 
have become aware of aggravating factors. As early as 1894 
Bowen noted that sunlight was harmful. Most of Tumulty 
and Harvey’s (1949) 32 cases were sensitive to light; one 
patient, indeed, had the typical butterfly eruption in 12 suc- 
cessive summers before symptoms of the generalized disease 


-supervened. We must beware of lightly advising ultra-violet 


light for rheumatoid patients. Hutchinson, noticing the ill 
effects of cold on the extremities, was observing Raynaud's 
phenomenon. 

Many drugs have been impugned. In some, the evidence 
is tenuous ; so often in retrospect it seems that the drug had 
been given at the time of the first manifestation of the 
visceral disease. Against others I find that a prima facie case 
has been made. These include sulphonamides, hydrallazine 
hydrochloride, and probably thiouracil. In considering 
sulphonamides we are confronted by two divergent views. 
Earlier reports, notably by Ingels (1938) and Barber (1941), 
favoured their use in chronic cases, and even in acute cases 
(Anderson, 1938 ; Hopkins, 1941) good results occasionally 
followed. More recently, exactly the opposite view is taken 
(Propert, 1940; Von Fischer, 1947) and sulphonamides are 
roundly condemned. The fact that the introduction of sul- 
phonamides provided the first means of dealing with the 
septic complications may explain the early successes. More 
reliable antibiotics now replace them. 

The sulphonamides are photosensitizing agents, as those 
who have experience of the tropics well know. I have been 
unable to discover any work bearing on the relevance of this 
action, but it seems to offer a possible line of research. 

Gold (1951) has carefully reviewed sulphonamide intoler- 
ance, pointing out that the increased incidence of systemic 
lupus and of other pararheumatic diseases followed chrono- 
logically the advent of these drugs, but too much must not 
be inferred from this observation. I avoid sulphonamides in 
the acute phase and advise great care in using them on 
patients with chronic discoid lupus or rheumatoid arthritis. 

Hydrallazine hydrochloride (“apresoline”) has been 
shown to produce clinical pictures indistinguishable from 
rheumatoid arthritis, and, if continued, from systemic lupus. 
Dunstan et al. (1954) found this lupus syndrome in 13 of 
139 hypertensive patients treated with hydrallazine hydro- 
chloride as the sole hypotensive agent. Eleven of the 13 
showed excellent control of their blood pressure. Relatively 
large doses for long periods seem to be required to produce 
these syndromes. However, critical perusal of many of the 
cases reported suggests that they had symptoms consistent 
with the early stages of the disease before the drug was 
given. Nevertheless, we must use it with caution. This 
point is illustrated by Case 46. 

Case 46.—A woman of 45 was admitted to hospital for severe 
Raynaud's phenomenon, which she had had from the age of 18. 
She was found to have unexplained enlargement of the liver and 
spleen and a leucopenia. Hydrallazine hydrochloride, 50 mg. 
t.d.s., relieved her circulatory symptoms and she remained on it 
for two years, when she suddenly developed fever, joint pain 
and swelling, and a lupus rash; L.E. cells were found. The 
symptoms slowly subsided when the drug was stopped, only to 
flare up severely after a test dose of 50 mg. A week later she 
died, and necropsy showed a segmental pneumonia, collapse of 
the bases, mitral stenosis from Libman-Sacks endocarditis, and 
cirrhosis of the liver. 

In 23 of 24 of our patients treated with gold for their 
presenting arthritis, no time relationship between the treat- 
ment and the onset of systemic features was evident. In 
five, gold was given after L.E. cells had been found, with 
no ill effect in four. In one case (No. 22) it was stopped after 
three months because of a generalized dermatitis and 
haematuria ; these then disappeared ; five months later a 
typical lupus rash appeared on the face. Clearly this may 
have been coincidental. 

The grounds for including penicillin among the precipitat- 
ing agents are much more insecure. Reactions from this 
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invaluable antibiotic are not uncommon, but 
patients with such reaction have developed systemic lupus ° 
We should not be deterred from using penicillin by reports of 
the occasional finding of L.E. cells in patients during these 
reactions, for the significance and specificity of the test are 
still incompletely established. 

It seems likely that these drugs act on occasion as “ trigger 
factors,” precipitating a disease to which the patient was 
already prone. 

Conservative Measures 

In discussing treatment proper I begin with conservative 
measures. After a long apprenticeship to the study of rheu- 
matism, I have learned to value these measures above all 
others and to consider them at every stage of treatment 

In the acute phase of systemic lupus rest in bed is essential, 
with all possible measures to support general health and 
morale. But bed rest must not be too protracted. As soon 
aS a remission sets in progressive activity sHould be intro- 
duced. Supervision is important during remissions : we must 
avoid letting our patients get overtired and stop them from 
“ pressing on™ when a less strenuous life is desirable 
Equally, we must guard against unnecessary despotism and 
against an endless succession of follow-up clinics in the 
hands of zealous but inexperienced doctors. 

One of our first duties as physicians is the relief of pain ; 
but we must also avoid the danger of so far suppressing a 
natural reflex that we inhibit a protective mechanism. 
Salicylates are invaluable for the rheumatoid pains which 
Kaposi (1872) graphically described. Where there is the 
least hint of joint involvement the use of light removable 
plaster splints is imperative to avoid deformity ; they should 
be combined with physiotherapy, muscle exercises, and active 
and assisted movements. It is seldom too early to start 
these. In this “ plastic era * I would plead for the continued 
use of plaster splints ; these are strong, light, cheap, ready 
for use in a matter of hours, and, with change in joint 
profile, may be happily discarded. 

The era of effective treatment of systemic lupus opened 
in 1940, when Prokoptchouk introduced mepacrine; yet 
eleven years had to pass before the first report of its use in 
this country (Page, 1951). Improvement with mepacrine 
seems to be related to the degree of skin staining, and my 
own plan is to give 0.3 g. daily until the skin is yellow and 
then reduce to a maintenance dose of 0.1 g. Repeated 
courses of from four to six weeks have been very successful. 
Ireatment with mepacrine is empirical. Though it may 
understandably benefit the skin lesions by reducing light 
sensitivity (just as it relieves photophobia due to the action 
of ultra-violet light on the cornea), this can hardly explain 
its effect upon the internal organs. Serious side-effects are 
rare. The most important is toxic dermatitis, which occa- 
sionally follows prolonged treatment and may result in a 
disfiguring lichenoid rash. The yellow staining of the skin, 
personality changes, and, in the early stages, nausea, vomit- 
ing, and diarrhoea make up a list of complications, most of 
which can be overcome with tact and encouragement. 

Chloroquine, introduced in 1954 by Prakken and Mol- 
huysen vander Walle, is now preferred by most dermatologists 
to mepacrine, largely, I fancy, on account of its greater 
popularity with patients. It seems to be equally effective for 
the skin lesion, but less satisfactory than mepacrine in its 
effect upon the systemic features. Dubois (1956) says it is 
less effective than mepacrine, when used in conjunction with 
steroids. The side-effects of chloroquine, though rare, are 
more serious, and include pruritus, diarrhoea, vomiting, grey- 
ing of the hair, myasthenia, and cycloplegia. 

Amodiaquine (“ camoquin “) has also been used but is less 
effective, both alone and in combination. It may suit the 
occasional patient who tolerates other drugs badly. The 
side-effects are similar to those of chloroquine. 


Hormones 
Since Hench ef al. (1949) introduced us to the hormone 
therapy of rheumatoid disease we have experienced four 
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phases. Initially there was an immediate and often spec- 
tacular relief of symptoms, but within a year the failure of 
short-term therapy was becoming obvious and we were 
meeting severe withdrawal symptoms. From 1952 to 1954 
we learned the disadvantages of long-term high-dosage 
therapy and recognized the state of * hypercortisonism.” In 
the last vears hormones have been largely abandoned in the 
long-term treatment of rheumatoid disease. 

This melancholy experience has not favoured their use in 
systemic lupus. But experience is sometimes fallacious. In 
the malignant phases the adrenocortical hormones may be 
life-saving ; but I agree with Bauer and Ropes (1956) that 
they should be reserved for the acute stage when death is 
very close. 

While it is unwise to temporize with less potent measures 
in an extremely ill patient, the automatic use of hormones 
in milder cases is to be sternly discouraged. The possibility 
that this may even precipitate the disease is suggested by 
Slocumb’s (1953) finding of L.E. cells in 15 patients with 
rheumatoid arthritis during withdrawal of the hormone. 

When hormone therapy is necessary, enough must be given 
to suppress the disease ; this is generally about 300 mg. of 
cortisone a day, or its equivalent, but | am prepared to push 
the dose much higher in order to achieve my objective. The 
requisite dose must then be continued until a remission is 
clearly on its way. Only then, when the patient is obviously 
on the mend, joint and serous membrane pain are lessening, 
appetite and sleep are returning, and the anaemia is improv- 
ing, is it wise to cut down the dose. Later, by adding mepa- 
crine or chloroquine, the maintenance dose of steroids can 
often be brought within safe limits and the disadvantages of 
hypercortisonism avoided. 

The choice of hormone depends on the cardiac and renal 
status. I do not use corticotrophin, finding its side-effects to 
outweigh its usefulness. If the patient has salt retention 
prednisone or prednisolone is preferable, but otherwise these 
preparations have not seemed any better than cortisone. 
Indeed, I regard the liability to fluid retention with cortisone 
as a’ warning light against overdosage, a warning which we 
do not get with prednisone. 

The response to steroids is variable. Some symptoms, 
such as the fever, the general malaise, and the joint swellings, 
respond quickly ; the blood dyscrasias, the serous membrane 
reactions, and the manifestations in the spleen and lymph 
nodes more slowly; the severe renal, cardiac, and central 
nervous feaiures respond not at all. The disappearance of 
a haemic murmur as the anaemia improves, or of a febrile 
albuminuria as the temperature settles, must not be mis- 
taken for retrogression of the severe cardiac and renal aspects 
of the disease. Papilloedema and retinal haemorrhages 
slowly subside, but the cytoid bodies usually remain. 

Relapses are common and must be met with a temporary 
increase in steroid dosage. In over 100 patients whom he 
followed for five years, Dubois (1956) found a relapse rate 
of 54%, and considered this an indication for indefinite 
maintenance therapy. 

The problems of hormone treatment are too well known 
ta require repetition. Most of them arise from giving too 
much drug to the particular patient. Among the disasters 
are acute psychoses, neurological catastrophes, and unexpected 
sudden death (Page, 1954). A characteristic feature of hyper- 
cortisonism which has interested me has been an increase of 
weakness, muscle and joint pains, and emotional lability. 
The pains tend to be generalized and associated with hyper- 
sensitivity and hyperalgesia. Increased dosage gives but 
temporary relief, and is indeed merely a turn in a vicious 
spiral ; aspirin gives little or no relief. The decision to raise 
or to lower the dose of steroid for a patient whose symp- 
toms have worsened under treatment is one of the most 
difficult in practice. 

Renal involvement in systemic lupus is common and a 
frequent cause of death. Nitrogen mustard has been 
advocated for this. I have no personal experience of its 
use, and indeed find it difficult to understand how such a 
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toxic substance can have any place at all in treatment. 
Nevertheless, Dubois (1954) reported some encouraging 
results in 33 patients to whom he gave a single dose of 
20 mg. after suitable sedation, claiming for them a diuresis 
within two weeks. It might be instructive to try out a con- 
trol series with sedatives only (particularly if these were 
antihistamines). 

It is amusing, and also a sad reflection on the gullibility of 
our profession, to read of the reappearance of autohaemo- 
therapy. When I was first in practice it was the up-to-the- 
minute treatment for boils and blains; now we are asked 
by Kurnick (1956) to believe that it supplies desoxyribo- 


nuclease-inhibitor. 
Aetiology 

During the early years of the century systemic lupus was 
thought to be associated with tuberculosis, and this view 
dominated the literature until in 1933 Keil’s detailed analysis 
finally made it untenable. 

Welsh (1948) has tried to impeach the streptococcus, and 
Moolten and Clark (1952) claim to have isolated a virus, 
but their work has not been confirmed. 

The association of the anaphylactic type of hypersensitivity 
with certain forms of arteritis has led to speculation regard- 
ing its role in the aetiology of systemic lupus. In 1798 
Edward Jenner first claimed that infection can so alter the 
body that its tissues react with increased intensity when they 
subsequently encounter the same infective agent. This caused 
so little attention that when Koch, 100 years later, redis- 
covered this phenomenon, in his studies on reinfection in 
tuberculosis, his observations were widely regarded as the 
first of their kind. 

Rich (1946-7), in his famous Harvey Lecture, pointed out 
that there is no correlation between the degree of hyper- 
sensitivity and the degree of acquired resistance, that the 
hypersensitivity reaction does not protect against the spread 
of infection in the absence of acquired resistance, and that 
acquired resistance is not dependent upon hypersensitivity 
reaction for its effective operation. Injury to vascular endo- 
thelium leading to increased permeability and necrosis, spasm 
of smooth muscle, fragmentation of connective-tissue fibres, 
and alteration of ground substance are accepted features of 
the serum-sickness type of reaction; they have been re- 
produced experimentally by Rich in rabbits subjected to 
protracted anaphylactic reactions ; they also figure among 
the protean manifestations of the connective-tissue diseases. 
But to explain the whole complex nature of the disease on 
the basis of anaphylactic sensitivity is much too facile. 
Hypersensitivity, in the ordinary sense, may be present but 
often is not. It seems more likely that this disease is asso- 
ciated fundamentally with abnormality in the mechanism of 
antibody production or of antigen-antibody reaction. 

The antibody-forming cells of the reticulo-endothelial 
system are constantly being brought into contact with pro- 
tein breakdown products, both from the host’s own catabolic 
activities—for example haemoglobin, plasma protein—and 
from foreign sources—for example, bacteria. There must 
be, as Burnet and Fenner (1949) have pointed out, some 
mechanism whereby the antibody-forming tissues distinguish 
between foreign protein (“ not-self") and their own tissues 
(“ self”), so that only alien protein excites antibody produc- 
tion. The capacity to identify “ not-self” seems to develop 
late in intrauterine life. The earlier embryo does not appear 
to reject heterologous tissue, and twins of different blood 
groups can develop without cross-immunization. Any sub- 
sequent change in the nature of a body protein, which is 
liable to encounter reticulo-endothelial tissue, may lead to 
auto-immunization. “ Sedormid” acts in this way by attach- 
ing itself to platelets and stimulating the production of anti- 
bodies, not against the drug or the platelets alone, but against 
the sedormid-platelet complex. 

It is also possible that the antibody-forming cells could 
lose their capacity to identify “self”; some such change 
might conceivably explain the occurrence of haemolytic 
anaemia in the reticuloses. 
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Again, connective tissue itself, or the products of its par- 
tial breakdown, might under certain circumstances be able 
to combine with foreign prosthetic groups to form “ not- 
self” antigens. This might account for the precipitating 
action of certain physical and chemical agents, such, for 
example, as hydrallazine, sulphonamides, or penicillin, 

There is evidence that connective tissue can be made anti- 
genic. Scott and Hill (1956), using fluorescein-tagged anti- 
body, have demonstrated its attachment to the reticulin of 
the glomerular basement membrane. 

Such features as the elevation of gamma-globulin and the 
reduction of serum complement would fit in with this theory, 
as also would the tendency for patients to form abnormal 
globulins of antibody type. On this theory chronic rheu- 
matoid arthritis or discoid lupus of the skin could act by 
providing connective-tissue breakdown products and present- 
ing them to the reticulo-endothelial system. Whether these 
breakdown products are recognized as “ self” or “ not-self ” 
would then depend on the reticulo-endothelial system. 

Thus, the syndrome of systemic lupus erythematosus might 
arise and self-perpetuation follow in three ways : 

1. The cells of the reticulo-endothelial system become 
modified in some way, so that they fail to recognize the 
normal breakdown products of connective tissue as “ self.” 
This could account for acute systemic illness without obvious 
cause, 

2. Normal breakdown products become changed as a 
result of action by or attachment to a prosthetic group, and 
are not recognized as “ self” by a normal reticulo-endothelial 
system. This might explain the precipitating effects of sun- 
shine, sulphonamides, penicillin, and hydrallazine. 

3. Abnormality in the quantity or nature of breakdown 
products due to some unknown cause lead to their non- 
recognition as “ self.’ This might account for the change 
in state of rheumatoid arthritis, discoid lupus of the skin, 
and possibly for the cases of lupoid hepatitis. 


Conclusion 


In this survey I have tried to deal with the problem 
of systemic lupus in a common-sense way and to tell a 
little more simply a story that has become confused by 
the over-technical embellishment of clinical fact. In this 
I was encouraged by reading an address by Hughlings 
Jackson (1931) to the Clinical Society of Bath and 
Bristol. “A man,” he said, “as a biologist classifies 
plants one way in his botanical garden for scientific 
purposes, but in his common garden arranges them like 
everybody else in the plan most convenient for practical 
purposes.” It is as the gardener, rather than the bio- 
logist, that I have approached this problem, for, in 
studying and treating systemic lupus, I have become very 
conscious of the need for some overall synoptic view, 
such as was evident from the writings of the clinical 
masters, Kaposi and Osler, and I retain my belief that 
the clinician has always a prime and constructive part 
to play in modern medicine. At the same time, I was 
not tempted to find fact where only fancy played. Even 
at the cost of disappointing my friends, I was not pre- 
pared to delineate the boundary between rheumatoid 
disease and lupus. In short, I took heed of Lucretius 
(IV, 816): “Deinde ad opinamur de signis maxuma 
parvis, ac nos in fraudem induimus frustraminis ipsi.” 
Which, since Latin no longer finds grace at the censor’s 
board, I dare to translate, “I have tried not to base wide 
opinions on small signs, and so involve myself in the 
snare of self-deceit.” 

Of the cases in my own series, 20 were seen and fol- 
lowed up personally: I had access to the other 29 
through the kindness of Drs. Barber, Burt, Jarrett, and 
Pearson. Only cases with characteristic clinical 
features were included. The diagnosis was established 
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in 47 cases by the finding of L.E. cells (with necropsy 
confirmation in seven), in one by typical changes at 
necropsy, and in one by skin biopsy. 


For help in providing clinical material I am particularly in- 
debited to Dr. Stewart Barber, who generously gave me access 
to his cases. Dr. Hugh Burt and many West Country colleagues, 
including Professor Bruce Perry, Drs. J. R. Bolton, H. L. Hoff- 
man, D. H. Davies, E. Jarrett, J. E. Pearson, and D. Pugh, con- 
stantly put me in touch with interesting clinical material. Dr 
Pugh read and kindly criticized the manuscript. Drs. Frederick 
Kohn and Charles E. Wells were very helpful with the historical 
sections, and Dr. R. L. Bishton gave advice upon the pathology 
and provided the sections. Dr. M. R. Jeffrey was a tower of 
strength at all stages, and in particular I am grateful for his 
advice on the clinical pathology. 
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The L.E. cell phenomenon, first demonstrated by Har- 
graves et al. (1948) in blood from patients with systemic 
lupus erythematosus, has since received considerable 
attention. It has been established that the responsible 
serum factor is present in the gamma-globulin fraction 
(Lee et al., 1951) and brings about in vitro (1) swelling 
and disintegration of the nuclei of mature polymorpho- 
nuclear neutrophils, and (2) phagocytosis of the cell re- 
mains by intact granulocytes to form a typical L.E. cell 
(Rohn and Bond, 1952). Gueft and Laufer (1954), using 
histochemical techniques, have demonstrated altered 
nuclear material in the tissues of such patients. 

In the present work we have shown that sera giving 
a positive L.E. cell test contain a globulin factor with 
affinity for tissue nuclei. These findings are similar to 
those already briefly reported by Friou (1957) at the 
9th International Congress on Rheumatic Diseases. 


Method 


Tissue and cell preparations were treated with anti-human- 
globulin sera conjugated with fluorescein isocyanate, and 
examined microscopically using an ultra-violet light source. 
Sections pretreated with serum giving a positive L.E. cell 
test (L.E. positive serum) showed apple-green fluorescent 
areas where the conjugated antiglobulin serum had reacted 
with fixed globulin derived from the L.E: positive serum. 

Preparation of Tissues——-Human tissues were obtained at 
operation, or as soon as possible after death. Tissues from 
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stillborn infants, adult post-moftem tissue, and operation 
tissue all gave concordant results. Small blocks of unfixed 
tissue from these sources were instantly frozen in test-tubes 
in solid COs acetone mixture and transferred to a cryostat 
cabinet kept at — 20° C. in which sections were cut on a micro- 
tome at 6 « thickness and mounted on slides. Each section 
was covered with a few drops of L.E. positive serum and in- 
cubated in a moist chamber for 30 minutes at 37° C. Dupli- 
cate sections were similarly treated with normal human 
serum. After incubation the serum was washed off in 
buffered saline (pH 7.0) and a drop of the fluorescein- 
conjugated anti-human-globulin serum placed on each sec- 
tion ; after 30 minutes sections were again washed, and 
mounted in buffered glycerin (pH 7.0). 

Preparation of White-cell Films-——The clot from fresh 
group O blood was broken up with a wooden applicator 
and the admix- 
ture of serum and 
cells centrifuged in 
a Wintrobe tube at 


3,000 rpm. for 
five minutes. Thin 
films were then 


made from the 
buffy coat and 
treated in the same 
way as the tissue 
sections. 
Preparation of 
Conjugates.— Two 
rabbit anti-human- 
globulin sera were 
used: (1) prepared 
in rabbits injected 
intravenously with 
their own red cells 


Fic. 1.—Kidney cortex. Section pre- 
treated with normal serum, then treated 
with fluorescent antiglobulin. No nuclear 


staining. (x 160.) 
previously agglu- 
tinated by pooled 
human serum 


(Milgrom et al., 
1956) ; (2) Coombs 
anti-human - globu- 
lin serum. These 
two sera were con- 
jugated with fluor- 
escein isocyanate 
according to the 
method of Coons 
and Kaplan (1950). 
Before use the 
conjugates were 
absorbed with a 
dried organ pow- 
der prepared from 
rabbit liver to re- 
move non-specific 
staining of tissues. 


Section from same tissue block 
Pretreatment with L.E. posi- 
tive serum results in specific staining of 
nuclei on treating with fluorescent con- 


Fic. 2. 
as Fig. 1. 


jugate. (x 160.) 


Fic. 3.—Thyroid gland from neonatal 
death ; section pretreated with normal 
serum. No nuclear staining on treatment 
with antiglobulin conjugate. (x 160.) 


retreated with 


Fic. 4.—Same tissue as Fig. 3: 


right nuclear staining on treatment with 
conjugate. 


Test Sera.—Three sera giving positive L.E. cell tests were 
used for pretreatment of tissue sections on white-cell films. 
Two of these sera were obtained from patients with systemic 
lupus erythematosus, and the third from a severe and ulti- 
mately fatal case of rheumatoid arthritis. Results with all 
three sera were similar. A number of normal human sera 
were used as controls. 

Examination of Preparations——Mounted preparations 
were examined microscopically, using a 250-watt high- 
pressure mercury-vapour lamp as the source of ultra-violet 
light. Visible light was absorbed by Wood's fiiter, and 
either a quartz condenser or a dark-ground condenser was 
used. Better definition was obtained with the dark-ground 
condenser, particularly with higher-power objectives. 


Results 

Tissues examined were skin, heart muscle, kidney, thyroid, 
and spleen. Fig. 1 shows a section of kidney which was 
pretreated with normal serum and then with fluorescent anti- 
globulin. Another section of the same kidney treated with 
serum positive in the L.E. cell test, and then with fluorescent 
antiglobulin, shows specific “staining” of the cell nuclei 
(Fig. 2). In all tissues examined exposure of the section 
to “ L.E.-cell-test-positive ” sera resulted in marked specific 
fluorescence of the nuclei on subsequent staining with the 
antiglobulin conjugate. This was never found when normal 
sera were used to treat the section. The appearance is best 
shown in tissues containing epithelial cells where the arrange- 
ment of nuclei is in orderly patterns of tubules, acini, 
or strata (Figs. 3 and 4), but was clearly present in every 
tissue examined. The specificity of staining by the anti- 
globulin conjugate was confirmed by showing that its ability 
to stain tissue treated with L.E. positive serum was blocked 
by pretreatment with unconjugated antiglobulin serum but 
not by normal serum. 

Both the conjugates described above gave similar results, 
varying only in intensity of fluorescence ; some preparations 
showed brighter fluorescence with one than with the other, 
but no qualitative difference was observed. 

Fig. 5 shows a buffy-coat preparation pretreated with L.E. 
positive serum and then stained with fluorescent conjugate. 
The white-cell nuclei fluoresce brightly and specifically. In 
control films pretreated with normal serum the white-cell 
nuclei appear as unstained spaces against faint non-specific 
staining of the cytoplasm. Some granulocytes, possibly 
eosinophils, show bright non-specific staining of cytoplasmic 
granules, which serves to emphasize the lack of nuclear 
staining (Fig. 6). 

Positive results were obtained only when sections were cut 
and treated on the same day. Sections kept for several days 
before treatment, even when refrigerated, gave variable or 


negative results. 
Discussion 
This work shows the presence in the three L.E. positive 
sera examined of a factor with an affinity for tissue-cell 
nuclei. This factor was not present in normal sera tested. 


Fic. 5.—Group O blood film, unfixed. 

Pretreated with L.E. positive serum, then 

stained with conjugate. Leucocyte nuclei 
fluoresce brightly. (x 480.) 


section 
positive serum. 


(x 160.) 
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Previous work has shown that a gamma-globulin fraction 
is responsible for the L.E. cell phenomenon of Hargraves, a 
part of which involves alteration of the nuclear material of 
white cells. This suggests that the L.E. cell factor is of an 
antibody nature, and the present demonstration in fissue-cell 
nuclei of a fixed 
globulin derived 
from L.E. positive 
serum adds sup- 
port to this hypo- 
thesis. 

The present 
work also confirms 
a recent finding of 
Mellors et al. 
(1957), who de- 
scribed specific 
localization of 
fluorescein - conju- 
gated antiglobulin 
serum in the nuclei 
of the white cells in an L.E. cell preparation. It thus seems 
very likely that the “L.E. factor” active against leucocytes 
is also the factor reacting with the tissue-cell nuclei reported 
here. 

Further work may show whether the existence in lupus 
erythematosus of an immunological mechanism involving 
tissue-cell nuclei can account for the presence of altered 
nuclear material in this disease. 


fluorescence of 


Fic. 6 
cytoplasmic I~ in certain leucocytes 
( 


Non-specific 


? eosinophils). Unfixed blood film pre- 
treated with normal serum, then stained 
with conjugate. Nuclei remain non- 

fluorescent. (x 480.) 


We wish to acknowledge the help of Dr. E. G. L. Bywaters, 
who read the manuscript, and Dr. S. Leibowitz, who was associ- 
ated with the initial stage of this work. 
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Atypical manifestations of infectious diseases are diffi- 
cult to recognize when the causative agent cannot be 
identified. In epidemics their recognition is facilitated. 
but Sporadic cases are always diagnostic problems. 
a Virus " hepatitis is a well-recognized clinico-patho- 
logical entity, although the causative virus still eludes us. 
Eppinger (1937) recognized that, in addition to a hepato- 
cellular variety, infective jaundice might take a “ cholan- 
gitic * form which was characterized by more prolonged, 
deeper icterus, clinical features of obstructive jaundice, 
and histologically a liver showing periportal cellular 
infiltration and bile stasis with little evidence of hepato- 
cellular injury. Watson and Hoffbauer (1946) described 
the cases of eight patients who were exposed to hepatitis 
and whose illness began as a typical acute hepatitis, but 
who showed a prolonged course with features of 


‘ level was normal ; 


obstructive jaundice, and they introduced the term 
“ cholangiolitic hepatitis ” for such cases. This compli- 
cation of acute hepatitis has subsequently been described 
by others (Saint, 1952; Lipschutz and Capson, 1955 ; 
Johnson and Doenges, 1956). 

It is the purpose of this paper to review 12 cases of 
acute “ virus" hepatitis showing features of prolonged 
bile retention, with particular reference to the difficulty 
in diagnosis, to the management, and to the prognosis. 


Clinical Features (Table 1) 


The seven female and five male patients were aged 13 to 
$9 years (mean 40 years). Two had been in contact with 
hepatitis during the preceding two months and two had 
received blood transfusions three months previously, In 
the others the jaundice occurred sporadically. The onset 
was always acute with anorexia, malaise, nausea, and vomit- 
ing, and smokers developed a distaste for tobacco. Pain 
in the liver area was unusual. Following the acute prodro- 
mata, jaundice appeared and deepened progressively. After 
about three weeks pruritus was noted, lasting about three 
weeks, and two patients showed a generalized maculo- 
papular rash which lasted two to three weeks. The liver 
was enlarged in seven patients, but tender in only three ; 
in two patients the spleen was palpable. The urine showed 
bile pigment, and an initial urobilinogen excess was soon 
followed by absence of urobilinogen. Stools became 
acholic, but as the disease continued pigment was usually 
noted from time to time. 

After the first three to four weeks the patients felt well, 
were afebrile, gained weight, and the spleen and liver could 
no longer be felt. Jaundice, however, deepened and lasted 
8 to 29 weeks, with a mean of 13 weeks. In three patients 
the possibility of extrahepatic biliary obstruction was so 
strong that exploratory laparotomy was performed, but no 
bile-duct obstruction could be found. These patients made 
slow post-operative recoveries, one having a transient 
episode of liver failure with ascites and impending hepatic 
coma. All the patients made an eventual complete clinical 
recovery. In seven patients a cholecystogram or intravenous 
cholangiogram was performed, and this was normal. The 
patients have been followed up for one month to six years, 
no relapses or clinical progression to chronic liver disease 
being noted. 


Biochemical Features (Table Il) 


The peak serum bilirubin level was reached within eight 
weeks. and averaged 17 mg. per 100 ml., with a range of 
6.6 to 27 mg. per 100 ml. ; it then fell fairly sharply and 
steadily but did not fall below 2 mg. per 100 ml. until 
about the thirteenth week. The urobilinogen returned to 
the urine about the eighth week with a range of 4 to 18 
weeks. The serum 
alkaline phospha- 
tase level was 
raised above 30 
units per 100 ml. 
in only three 
patients, but 
showed a tendency 
to increase with 


GLOBULIN 


the serum bilirubin 
level and fell some 
time after the 
serum bilirubin 


Fic. 1.—Case 6. Electrophoretic pattern 
of the serum proteins, moving an in- 
crease in the a,- and £-globulin fractions. 


in two patients it was still raised after one year. Serial 
changes in serum cholesterol values were not remark- 
able, but three patients showed an elevation at the onset, 
and one rose later. The serum albumin concentration 
was not significantly altered. There was a tendency to 
hyperglobulinaemia, with a proportionate increase in the 
a- and f§-globulin fractions (Fig. 1), which eventually re- 
turned to normal. During the first six to eight weeks the 
flocculation tests were positive in eight patients but became 
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negative in six of these as the disease progressed and the 
ay- and 8-globulins rose. The other patients showed nega- 
tive seroflocculation tests throughout. 

Haematological Features.—The leucocyte count was nor- 
mal and the erythrocyte sedimentation rate was raised in 
only three patients. There was no significant anaemia. 


Hepatic Histology (Table LI) 

Sixteen liver biopsies were obtained from 10 patients—3 
at the time of operation and 13 by the needle method. The 
first biopsy was performed 5 to 17 weeks (mean 8 weeks) 
from the onset, Varying degrees of bile retention, parenchy- 
matous damage, and portal zone infiltrations were constant. 

Bile retention was shown by bile thrombi, bile staining 
of liver cells, and swelling of Kupffer cells with bile pig- 
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ment. This change was absent only in two biopsies taken 
late in the illness. Bile necroses or laking were not seen, 
and the distribution of the bile thrombi was not predomin- 
antly zonal. Bile-duct proliferation was not prominent. 
In the three operation biopsies and in one needle biopsy 
centrizonal necrosis was definite and too conspicuous for 
simple extrahepatic biliary obstruction. In these patients 
the picture was easily recognized as that of virus hepatitis. 
A second needle biopsy from Case 11 eight weeks post- 
operatively showed a marked increase in hepatocellular 
necrosis, and this coincided with an episode of liver failure. 
One year later, however, the liver biopsy appearances were 
normal. In the remaining six patients the evidence of 
hepatocellular damage was less obvious, However, all six 
showed definite centrizonal eosinophilic change in the cyto- 


TasLe I.—Clinical Findings 


| 
" aay | Clinical Features Follow-up 
Case| and | Type | | | Serum | Liver | Spleen | ‘aparo- | Cholecys- 
irst | Bilirudin — | togram 
| Seen | 2 mg./ | Onset | Rash | Pruritus| Faeces | om. Below | Duration | - Comment 
100 mi. Costal Margin Biligrafin 
1 $8 F | LH. 4 if Acute | Pale 0 0 months Normal “Complete recovery 
2 | 34F | LH. | - 3 il | + 0 3 Spleen impalpable 
| | Complete recov- 
| ery 
3 | 44M /LH. - 29 } ++ © Noextra-| 6 weeks | — Slow post-op. 
| | hepatic | | recovery 
| | obstruc- 
| | tion | 
4 45 F | LH. + ++ 4 0 and 5 Liver impalpable. 
Complete recov- 
| | | ery 
| 46 F | LH. | + 3 0 No extra-| 6 years | Slow post-op. 
| hepatic recovery. Well 
} | obstruc- | | 6 years later 
| | j tion | 
+ | ],, - | ++]. 2 | “— | Smonths| — Liver impalpabie. 
| | | | Complete recov- 
ery 
7 37 M/ LH. + 7 12 0 | Norma! | Complete recovery 
8 SF - 6 9 + |. 2 years 
9 | 42 F | S.H. | - +++ 18 months Liver and spleen 
| | impalpable.Com- 
| | | | | plete recovery 
00 SPF - | 6] ++ | Vari- | 2 0 Liver 1 cm. pal- 
| able pable. Complete 
| | _ recovery 
| 21 LH. ; | 14 - | Pale 0 | O | Noextra- 1 year | Post-op. coma + 
| | hepatic ascites transient. 
| | | | obstruc- | Completely well 
| | | | | tion | 1 year later 
12 |45M'/S.H 1 8° + 2 0 - | 6 weeks | Complete recovery 
| 
* Treated with corticotrophin+prednisone. I.H.—Infective hepatitis. S.H.=Serum hepatitis. 
Taste Il.—-Liver Function Tests at Time of Maximum Serum Bilirubin Contrasted with Those at Longest Interval after 
Onset (Biochemical Results per 100 ml. of Serum) 
Weeks Alk. | | Electrophoretic Thymol | Zine 
Case from — | Phosphatase* | Globulin Turbidity Sulphate 
| Onset | (K.-A. Units) Pattern (Units) (Units) 
1 zo) 09 13 208 3-0 30 | Norma! 2 10 
fi 13 13.8 102 814 | 3-1 3-5 5 
40 o4 10 266 | 44 3:3 Non-specific 1 4 
3 - | 8 70 155 49 
{ 44 | 14 16 158 45 | 61 4 ow 
3 19-6 28 520 3-4 34 4 
{ 13 06 17 314 3-6 | 3:3 ap 1 8 
26-6 20 189 2-6 3-2 | 
29 14 45 20 2 
13 20 20 264 40 3-3 a,p 6 3 
6 {| 52 36 178 3.2 asp 2 4 
7 90 22 412 37 | 3-2 1 8 
17 04 16 } 226 34 33 Non-specific | 1 9 
f 6 66 218 38 31 v 11 a 
1 17 0-6 6 = a3 3-6 y 2 a 
8 | 10S 16 213 3.0 3-2 Ay 1s 18 
14 22 12 2 35 38 By 3 
0 s 6 27 20 165 34 3-5 -- 2 a 
4 12 16 14 380 49 | 3-0 1 
4° 23 21 286 40 36 y 9 4 
i 60 0-6 8 239 $3 3:3 Non-specific | 6 9 
7 21-2 16 265 33 af: 6 3 
2 12 0-5 281 Normal 3 4 


* Post-operative levels. 
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Taste Ill.—Liver Biopsy Findings 
Liver-cel! | Portal Zone 
Weeks Changes Cellular Infiltrate Biliary 
Case Centri-| | Bosino- Multi- | | 
| 7ona! | philic |nucleated! Degree | Cell Type 
| Loss | | Change| Cells 
f 6 ; + | 0 | Mono- | ++ 
| nuclear 
8 0 0 0 | 
'2 8 + | Polymorphs | 
7 0 | 0 Lympho- 
{3 | cytes 
| | + | Monocytes 
5 0 ++ Lympho- 
cytes 
6 |} | + Monocytes ++ 
+S of +- + + Polymorphs | 
8 8 0 
f; 10 | + | Lympho- 
| cytes 
| +4 + | 
oo o; Oo; oO 0 
11g | 0 | 


* Showed fatty changes not found in other specimens 

+ A post-operative biopsy following transient liver failure. 

t Biopsies during steroid treatment. 
plasm of the liver cells, indicative of damage, and ancillary 
evidence of hepatocellular necrosis was given by pyknosis 
of nuclei and multinucleated liver cells. 


Portal zone infiltrations, predominantly mononuclear, 
were always present. The reticulin pattern of the liver was 
normal. 


Patient 7 was an obese man and showed fatty change in 
the liver cells in both biopsies ; this was an atypical feature. 


Case 6 

A schoolboy aged 13. In November, 1955, three school- 
fellows developed infective hepatitis, and six weeks later, on 
December 31, the patient complained of headache, malaise, 
loss of appetite, nausea, and generalized weakness. On 
January 9, 1956, he was noticed to be jaundiced, with pale 
stools and dark urine. The appetite returned and he felt 
very well. On January 16 itching was noted, and, in spite 
of bed rest and a high carbohydrate diet, the jaundice 
deepened and the pruritus continued ; he lost 14 Ib. (6.4 kg.) 
in weight, 

He was admitted to Hammersmith Hospital on April 17, 
not acutely ill but deeply icteric with many scratch marks. 
The liver was enlarged 2 cm. below the right costal margin, 
firm, smooth, and non-tender. The spleen was impalpable. 
The stools were pale, and urine contained bile pigment bui 
no urobilinogen. He was kept in bed without specific 
therapy. Urobilinogen appeared in the urine two days 
after admission, and during the next month the jaundice 
gradually subsided. Itching disappeared spontaneously 
three weeks after its onset. An aspiration needle biopsy 
of the liver performed five months after the beginning of 
the illness (May 15, 1956) showed residual bile thrombi 
with centrizonal multinucleated liver cells compatible with 
a healing hepatitis. He was discharged from hospital, hav- 
ing gained 6 |b. (2.7 kg.) in weight and having a normal 
serum bilirubin level. Eight months later he had gained a 
further 14 Ib. (6.4 kg.), grown 2 in. (5 cm.), and was a well- 
developed boy. The liver was no longer palpable and there 
were no stigmata of chronic liver disease. 

Comment.—Six weeks after contact with epidemic 
jaundice a typical onset of hepatitis was followed by pro- 
longed icterus of obstructive type lasting five months, with 
final excellent recovery. 


Case 11 


A draughtsman aged 21. In June, 1955, while on holiday, 
he felt tired and ill, lost his appetite, and had nausea and 
occasional vomiting. Three days later the urine became 


dark and the motions loose and pale, and two days after- 
wards the eyes and skin were yellow and there was gener- 
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alized itching and a widespread rash. As the jaundice 
deepened he felt better, pruritus being the only symptom 
After three weeks the jaundice was still intense and he 
was admitted to hospital, where he was found to be deeply 
icteric with a palpable spleen. The skin showed excoria- 
tions and a maculo-papular rash. Liver-function tests in 
July, 1955, showed : serum bilirubin, 19 mg. per 100 mi. ; 
alkaline phosphatase, 16 King—-Armstrong units per 100 ml. ; 
serum albumin, 4 g.; serum globulin, 3.6 g.; thymol tur- 
bidity, 9 units. The urine contained bilirubin and no uro- 
bilinogen. X-ray examination of the abdomen revealed no 
calculi, and the Paul-Bunnell test was negative. The patient 
was kept in bed with a low-fat diet and the pruritus and 
rash cleared. However, after four weeks the jaundice had 
not altered significantly and the seroflocculation tests were 
now negative. The original diagnosis of infective hepatitis 
was revised, and an exploratory laparotomy was performed 
on July 27, eight weeks after the onset of jaundice. Apart 
from an enlarged spleen, no abnormality was found. A 
liver biopsy showed appearances consistent with a healing 
hepatitis (Table IID). 

Post-operatively the jaundice deepened and he developed 
ascites and ankle oedema, The ascites cleared quickly on 
dietary salt restriction and mercurial diuretics, but as the 
jaundice persisted he was referred to Hammersmith Hospital 
in September, 12 weeks after the onset. He was mildly 
icteric, with a palpable spleen but no other stigmata of 
chronic liver disease. A second aspiration needle biopsy 
performed two months after the first showed evidence of 
recent acute centrizonal necrosis with increase in reticulin, 
a few bile thrombi, and conspicuous portal zone cellular 
infiltration with some fibrosis; progression to cirrhosis 
seemed possible. During the next two weeks the jaundice 
cleared and he was discharged from hospital. In August, 
1956, he was readmitted for assessment. He felt perfectly 
well and was leading a normal life. The spleen was no 
longer palpable, biochemical tests were virtually normal 
(Table II), and an intravenous cholangiogram showed a 
normal biliary system, Aspiration liver biopsy revealed 
normal liver structure. 

Comment.—In this patient hepatitis started acutely but 
was followed by a prolonged phase of biliary retention. 
Following laparotomy, liver function deteriorated, ascites 
developed, and the liver lesion progressed. Ultimate re- 
covery, however, was complete. 


Case 12 


A buyer aged 45. In November, 1956, following a car 
accident, he received blood and pooled plasma intraven- 
ously. In January, 1957, anorexia, nausea, malaise, loss of 
desire to smoke, with some fever, were followed several 
days later by dark urine and the eyes became yellow. On 
January 16, 10 


days after the on- Ler biopsy 1 Liner biopsy 2 
set. he was admit- Et 
ted to Hammer- = 
smith Hospital. He 
was an ill-looking, S10 
moderately icteric z 
man with marked « 
fetor hepaticus and 
a tender liver edge 0) + 
just palpable. Bio- JANUARY MARCH APRIL 
chemical tests PREDNISOLONE 
showed: serum Fic. 2.—Case 12. Effect of cortico- 


trophin and prednisolone therapy on the 


bilirubin, 6.1 mg. ; serum bilirubin level. 


albumin, 3.9 

globulin, 3.6 g. (a8 pattern); thymol turbidity, 6.5 units ; 
zinc sulphate, 4 units; alkaline phosphatase, 37 units ; 
cholesterol, 239 mg. per 100 ml A diagnosis of serum 
hepatitis was made and he was treated with bed rest, 
glucose drinks, and a light diet. His appetite improved 
and he felt generally better, but jaundice deepened and 
two weeks after admission there was generalized itching. 
Six weeks after the onset he felt well, although his serum 
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bilirubin level had risen to 21 mg. per 100 ml. and the 
urine sull contained no urobilinogen. 

On February 16 corticotrophin gel, 40 units intramuscu- 
larly twice daily, was started, and within three days his bili- 
rubin had fallen to 8 mg. (Fig. 2). The stools were darker 
and urobilinogen was present in the urine, Itching dis- 
appeared and the general well-being and appetite had 
greatly increased. After four days the corticotrophin was 
reduced to 20 units twice daily, and after nine days’ corti- 
cotrophin therapy the serum bilirubin was 2.6 mg. per 
100 ml. An aspiration needle liver biopsy was then per- 


formed which showed centrizonal liver cell necrosis, many 
bile thrombi, and Kupffer-cell pigmentation without dis- 
tortion of lobular architecture and with a minimal lympho- 
In spite of the 


cytic infiltration in the portal tracts (Fig. 3). 


Fic. 3.—Case 12. Jaundiced for 51 days. Aspiration liver 

biopsy 1, showing centrizonal necrosis and giant liver cells with 

Kupffer-cell increase and many very dark bile thrombi. (Stained 
Best's carmine. X92.) 


liver 
biopsy 2, showing residual portal zone cellularity and scarring 


Fic. 4.—Case 12. Jaundiced for 81 days. Aspiration 


and slight centrizonal rarefaction. The zonal architecture is pre- 
served. (Stained Best’s carmine. X66.) 


corticotrophin therapy this biopsy did not differ from other 
comparable cases in the series, although perhaps the infil- 
tration in the portal zones was less. The corticotrophin 
was now replaced by prednisolone, 10 mg. twice daily. 
Three weeks later there was no jaundice and his liver was 
no longer palpable. A second aspiration needle biopsy 
showed portal tract fibrosis with a few bile thrombi and 
several centrizonal eosinophilic granules (Fig. 4). This pic- 
ture, with residual scarring, was comparable with our other 
serial biopsies on patients who had not received steroid 
therapy. The prednisolone was reduced to 5 mg. twice 
daily for one week and then discontinued. When seen on 
April 8 he felt perfectly well and was returning to work. 
Biochemical tests on liver function were normal (Table ID). 

Comment.—In this patient serum hepatitis was followed 
by a prolonged period of biliary retention. Steroid therapy 
induced an abrupt clinical relief of the biliary retention but 
did not seem to influence the sequence of histological 
changes in the liver. 


Diagnosis 

The exclusion of extrahepatic or surgical jaundice is 
essential, as laparotomy seems to affect the prognosis ad- 
versely. The history is all-important. In an epidemic, little 
difficulty should be experienced in the initial diagnosis, 
which should not be changed because jaundice is prolonged. 
In sporadic cases the diagnostic difficulty increases. How- 
ever, the prodromal symptoms followed by the acute de- 
velopment of jaundice with recovery of appetite and well- 
being are typical of hepatitis. If, as was usual in this series, 
the patient is first seen several weeks after the onset of 
jaundice and after other medical opinions have been taken, 
the history can be misleading. Biochemical tests may not be 
helpful, although the occasional positive flocculation test, 
with hyper-gammaglobulinaemia and the frequent low serum 
alkaline phosphatase values, may support the diagnosis of 
hepatitis. 

Intravenous and oral visualization of the biliary system 
is of no value, as the liver is unable to excrete the contrast 
media in the presence of jaundice. Plain x-ray examination 
of the abdomen may reveal opacities in the right upper 
quadrant, but undue emphasis should not be placed on 
their diagnostic value. A chest x-ray examination is routine, 
and further investigations may include a barium meal and 
stool testing for occult blood. 

Aspiration liver biopsy is indicated when the clinical diag- 
nosis cannot be made with certainty. In our series evidence 
of hepatitis was present in every case, and the criteria for 
diagnosis are well described by Gall and Braunstein (1955) 
as focal necrosis with eosinophilic hyaline bodies replacing 
liver-cell cytoplasm, ballooning of liver cells with ground- 
glass cytoplasm, nuclear vesicularity, and intralobular clusters 
of lymphocytes. They suggest that these lesions show no 
essential differences from typical hepatitis, but may be ob- 
scured by the additional features of biliary retention. 

Certain drugs, especially chlorpromazine, methyltesto- 
sterone, and organic arsenicals, may occasionally produce 
jaundice characterized by bile retention without extrahepatic 
biliary obstruction. The clinical course, biochemical find- 
ings, and hepatic histological changes may closely mimic 
virus hepatitis with predominant bile retention, and the his- 
tory of taking the drug is essential for diagnosis. 

Primary biliary cirrhosis should present no diagnostic 
difficulty. The onset, usually in a middle-aged woman, is 
gradual, with pruritus and jaundice ; hepatosplenomegaly is 
constant. The hepatic histology shows a proliferative portal 
zone lesion. 

The subacute form of virus hepatitis may provide diag- 
nostic difficulties. This patient, however, is predominantly 
suffering from failure of liver-cell function and feels and 
looks ill. Jaundice is rarely deep and waxes and wanes. 
Vascular spiders develop and the spleen is enlarged. The 
serum gamma-globulin level is always very high and the 
flocculation tests are strongly positive. 

Occasionally diagnostic doubt continues, and it is then 
our policy to wait for a minimum of six weeks before 
considering surgical intervention. The intervening period 
is occupied by daily clinical assessment, weekly serum bio- 
chemical tests, and daily observation of the urine and stools. 
Liver biopsy is then performed, and if doubt still exists 
surgical exploration is undertaken, Little is lost by delaying 
operation in extrahepatic obstruction, but surgery may kill 
the patient with infective hepatitis. 


Discussion 


The mechanism of biliary retention without obstruction 
to extrahepatic bile ducts is uncertain and the site of the 
obstruction still unknown. It has been suggested that the 
abnormality is located in the cholangiole, the hypothetical 
connexion of the intralobular bile canaliculus with the bile 
duct in the portal tract. This might be a mechanical stran- 
gulation by portal zone infiltrations or a change in mem- 
brane permeability causing bile pigment to increase in 
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concentration in the secreted bile at this site. The bile 
thrombi could therefore be the result of resorption of bile 
from change in membrane permeability rather than the 
actual cause of the jaundice by obstructing canaliculi. In the 
present state of knowledge, as the site of the lesion and 
the mechanism of the jaundice are still uncertain, it is 
unwise to call this condition “ cholangiolitic hepatitis,” and 
it is better described generally as hepatitis with features of 
prolonged bile retention. 

The prognosis of our patients has been uniformly excel- 
lent, with complete clinical recovery and restitution of a 
normal liver histologically. This has been the opinion of 
others (Lipschutz and Capson, 1955 ; Johnson and Doenges, 
1956), although their follow-up periods have been less than 
two months and they attribute remission to the use of 
steroids. Watson and Hoffbauer (1946) postulated the de- 
velopment in this type of patient of a cholangiolitic cirrhosis 
which they likened to primary biliary cirrhosis, Liver-cell 
damage, however, is so minimal and the essential zonal 
architecture of the liver so undisturbed that progression to 
biliary cirrhosis would be unexpected. The picture of 
primary biliary cirrhosis (Ahrens er al., 1950; Sherlock, 
1955) develops insidiously without acute prodromata and 
should not cause confusion, It is particularly important as 
regards prognosis to differentiate hepatitis with prolonged 
bile retention with a good prognosis from subacute virus 
hepatitis in which the zonal architecture of the liver is 
destroyed and which progresses to a post-necrotic or portal 
cirrhosis 

The value of biochemical tests in the differential diagnosis 
is limited, for identical results may be obtained whether 
the biliary retention is of intrahepatic or extrahepatic 
origin. Popper and Szanto (1956) found no essential differ- 
ence in the biochemical features of intrahepatic and extra- 
hepatic cholestasis, both being characterized by pale stools, 
absent or reduced urinary urobilinogen, and raised serum 
bilirubin, alkaline phosphatase, and cholesterol levels. In 
the present series, in the first six weeks of the illness floccu- 
lation tests were often positive, but with the increase of 
bile retention these reverted to normal. Negative floccu- 
lation tests should not exclude viral hepatitis as the cause 
of jaundice, particularly when the patient is first seen at 
a late stage of the disease. 

Corticotrophin administration for four days has been 
advocated for the differential diagnosis of jaundice, the fall 
in icteric index in acute hepatitis contrasting with extra- 
hepatic obstructive jaundice in which there is little change 
(Solem, 1957). A great decrease in serum bilirubin values 
strongly suggests hepatogenous jaundice, although there is 
much overlap and the usefulness of the method has been 
questioned (Chalmers ef al., 1956). In our Case 12 cortico- 
trophin administration was followed by a dramatic fall in 
serum bilirubin values and the duration from peak to normal 
serum bilirubin values was the shortest in the series. Serial 
liver biopsies while on corticotrophin and prednisolone 
therapy, however, showed changes comparable with others 
in the series and the development of minimal portal zone 
scarring was not prevented. These hormones have a place 
in the treatment of virus hepatitis with prolonged biliary 
retention, as they shorten the period of jaundice and enable 
the patient to return to activity sooner. The sequence of 
events in the liver, however, is probably unaltered and 
steroids serve only as a convenient “ whitewash.” Relapses 
are likely if steroids are withdrawn too soon, and treatment 
should be given until the serum bilirubin level is normal 
and continued well into convalescence. 


Summary 
Twelve patients with virus hepatitis experienced an 
acute onset and then showed prolonged jaundice of 
obstructive type. Biochemical findings were often of 
little differential diagnostic value. In 10 patients liver 
biopsy showed histological evidence of hepatitis with 
additional bile-pigment retention. Three patients who 


underwent laparotomy recovered very slowly. The prog- 
nosis in all the patients was excellent. 

The differential diagnosis and the place of corticotro- 
phin and prednisolone treatment are discussed. 
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The haematological changes in infective hepatitis are 
characterized by an early leucopenia, affecting 
neutrophils and lymphocytes, followed by a relative 
lymphocytosis and a return to normal by the end of the 
second week (Havens, 1948). The degree of leucopenia 
varies, the lowest count recorded by Thewlis and 
Middleton (1925) being 1,200 per c.mm. (47% neutro- 
phils). Severe degrees of granulopenia appear to be 
rare, and the only reference to agranulocytosis accom- 
panying possible infective hepatitis we have been able 
to find is a case report by Sabrazés and Saric (1935): 
since, however, the jaundice in their patient, a young 
woman, was preceded by diarrhoea and vomiting of one 
month’s duration, the exact nature of the illness is open 
to speculation ; the patient recovered completely. 

In view of the apparent rarity of the association, we 
describe here a case of infective hepatitis complicated by 
fatal agranulocytosis. 


Case Report 

The patient, an undergraduate aged was admitted to 
Addenbrooke's Hospital on April 29, 1955. Eight weeks 
previously he had become ill with depression, frontal head- 
ache, and fever, and when his doctor was consulted two 
weeks later jaundice and a dark urine were noted. 

After a fortnight’s rest in bed he felt improved, but 
developed a painful pharyngitis which responded well to 
treatment with penicillin lozenges. Two weeks before ad- 
mission he returned to Cambridge for the beginning of 
term ; he was now only slightly jaundiced. However, severe 
fatigue soon prevented work and games, and marked jaun- 
dice recurred, with clay-coloured stools and a slight aching 
pain below the right costal margin. He had lost in all 
21 Ib. (9.5 kg.) in weight. His previous health had always 
been good, apart from an attack of jaundice at the age of 
7 years. He had had no injections in the recent past, and 


” 


there was no suggestion of exposure to potentially toxic 
drugs or chemicals. 


— 
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On clinical examination the patient was icteric and his 
liver was moderately enlarged and tender; the urine con- 
tained large amounts of bile pigment. There was general- 
ized slight lymph-node enlargement, but no other abnormal 
physical sign. Blood investigations showed : haemoglobin, 
10.9 g. per 100 ml. ; total leucocyte count, 3,500 per c.mm. 
(47% neutrophils, 0.5% eosinophils, 48.5% lymphocytes, 
4% monocytes) ; serum bilirubin, 6.3 mg. per 100 ml. The 
thymol turbidity test was normal, but the serum alkaline 
phosphatase was raised (14.7 Bodansky units per 100 ml.). 

At first he was afebrile and, although ill and drowsy, had 
a good appetite. By May 6 the liver was smaller and the 
jaundice less, but he complained of a sore throat ; the fauces 
appeared hyperaemic, with pus on the right tonsil, but a 
culture was negative for haemolytic streptococci. There- 
after the temperature gradually rose to 103° F. (39.4° C.). 
On May 9 the leucocyte count was 2,000 per c.mm. with only 
1% neutrophils. At this stage the serum proteins totalled 
6.1 g. per 100 ml., with a normal electrophoretic pattern, 
and the thymol turbidity test remained negative ; the Paul- 
Bunnell test was negative. All subsequent leucocyte counts, 
taken on and after May 10, varied between 250 and 150 
per c.mm., and neutrophils were completely absent, all the 
cells being lymphocytes. The haemoglobin level varied be- 
tween 8.7 and 9 g. per 100 ml., with normochromia, normo- 
cytosis, anisocytosis, and poikilocytosis of the red cells, and 
platelets totalled 170,000 per c.mm, The sternal marrow 
was very hypocellular, with fair numbers of megakaryocyte 
fragments but scanty normoblasts and leucocytes, the latter 
chiefly lymphocytes and myeloblasts with very occasional 
later granulocytes. 

Treatment for the agranulocytosis consisted of penicillin 
and, later, streptomycin injections, and of corticotrophin 
gel and pyridoxine, but swallowing became extremely pain- 
ful and his general condition deteriorated. The jaundice 
seemed to diminish, but he lapsed into terminal coma and 
died on May 15. 

At no time was a “ flapping ” tremor or the fetor hepaticus 
noted, Apart from the drugs already mentioned, the patient 
received during his time in hospital only magnesium trisili- 
cate and a single capsule of pentobarbitone sodium, 1} gr. 


(0.1 g.). 
Necropsy Report 

The body was that of a thin, jaundiced young man. 
The liver was firm, khaki-coloured, and moderately enlarged 
(weight 2,200 g.), with a slightly uneven surface showing 
wrinkled depressions in places; at three widely separated 
sites small superficial areas of liver tissue were light yellow 
and evidently necrotic. On section variable broadening of 
the portal tracts was seen and at places some wider grey- 
pink zones, but there was no obvious nodular hyperplasia 
of the parenchyma. The Prussian-blue test for iron was 
strongly positive. The gall-bladder and bile ducts appeared 
normal. 

Histologically, a lobular pattern was still recognizable, 
but the lobules varied in size and shape, and the central 
veins were often eccentric, while in some parts regenera- 
tive nodules without central veins were present. The liver 
cells were large, with slight fatty change, and there were 
some bile “thrombi.” Most of the portal tracts were 
widened, incorporating proliferated bile ducts, a moderate 
lymphocytic and plasma-cell infiltration, and numerous thin- 
walled blood vessels, The sublobular veins showed an 
endophlebitis. Here and there completely destroyed lobules 
were represented only by collapsed stroma surrounded by a 
ring of proliferated bile ductules (Fig. 1). There was ex- 
tensive, probably agonal, centrilobular necrosis in the yellow 
areas, with no inflammatory infiltration. 

The bone marrow of the sternum and vertebrae was pale 
and brownish, and haemopoietic marrow was present in the 
upper femur. Histologically the marrow was hypocellular 
(Fig. 2), with only scanty myeloid cells, mainly of the 
eosinophil series with rare neutrophils, Normoblasts, how- 
ever, were relatively abundant in all stages of development, 
especially early forms, some of which were abnormal and 


resembled plasma cells; there was an increase of true 
plasma cells and lymphocytes, while megakaryocytes were 
present in about normal numbers. 

The spleen was moderately enlarged and congested 
(weight 405 g.). 
cells was present, mainly in small foci in the pulp. 


Microscopically, hyperplasia of reticulum 
The 


Fic. 1.—Severely damaged area of liver, showing remnants of 

lobules, devoid of liver cells and outlined by proliferated bile 

ducts, on left, and surviving 7" on right. (H. and E. 
x 30.) 


Fic. 2.—Bone marrow from vertebral body. Clumps of normo- 
90.) 


blasts predominate. (Barrett's stain. x 

pulp contained occasional neutrophils, but phagocytosis was 
confined to a few red cells; there was some haemosiderin 
deposition. 

The soft palate and pharynx, the lower oesophagus, and 
the respiratory passages were covered by a thick layer of 
shaggy, easily scraped-off, yellow exudate and the mucosa 
was necrotic but with a relatively slight inflammatory re- 
action, including very few neutrophils; bacteria were ex- 
tremely numerous, and a fungal mycelium was present, in 
greatest quantity in the oesophagus. The lungs had a 
mottled red colour with large, yellow, necrotic broncho- 
pneumonic foci in which the inflammatory reaction was 
mainly mononuclear with a small minority of neutrophils, 
Cultures from various sites grew predominantly Staphylo- 
coccus pyogenes (penicillin- and streptomycin-resistant) and 
also coliform bacilli, haemolytic streptococci, and Candida 
albicans. 


, 
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Apart from some small haemorrhages in the pericardium 
and upper ileum and conspicuous reactive changes in the 
upper abdominal lymph nodes, there were no important 
changes in other organs. 


Discussion 

The clinical picture—a febrile illness followed by jaun- 
dice, with a relapsing course—is strongly suggestive of virus 
hepatitis. The necropsy and histological findings are those 
of liver scarring and regeneration following parenchymal 
cell loss, and are compatible with a viral aetiology (Lucké, 
1944), A toxic origin would appear to be excluded by the 
negative history, and it therefore seems reasonable to regard 
the case as one of subacute infective hepatitis ; homologous 
serum jaundice may give rise to identical pathological 
changes, but there was no story of an appropriate injection 
or transfusion. The changes in blood, bone marrow, and 
other organs leave no doubt that a severe agranulocytosis 
developed and was responsible for the fatal outcome. It 
remains to consider the possible cause of the agranulo- 
cytosis. 

Drug toxicity can be excluded, for none of the drugs 
which are commonly responsible was administered. Barbi- 
turates have only rarely been thought to cause granulopenia, 
and the single dose of pentobarbitone given can hardly be 
held to blame. 

Overaction of the spleen is unlikely to have been present, 
for evidence of increased sequestration and phagocytosis of 
leucocytes in this organ (von Haam and Awny, 1948) is 
lacking; in addition, hypoplasia of the marrow is excep- 
tional in hypersplenism, A pre-existing chronic hypoplastic 
neutropenia (Spaet and Dameshek, 1952) can be ruled out 
on account of the satisfactory past history. 

The possibility of hepatic failure must be taken into 
account : Sherlock (1955) refers to a patient with cirrhosis 
in whom polymorphs were absent from the blood, returning 
as liver function improved. Our patient was drowsy, but in 
the absence of supporting evidence severe liver failure must 
be regarded as improbable. 

Finally, a relationship with infection has to be con- 
sidered. A similar question arises also with certain other 
fevers, including measles, mumps, and influenza (Whitby 
and Britton, 1953), in which agranulocytosis occurs as a 
rare complication ; in each of these diseases, in common 
with hepatitis, a neutropenia is common in the ordinary 
course of the illness. Two possibilities suggest themselves : 
that the hepatitis virus alone may have caused the agranu- 
locytosis, with secondary infection as a result, or that the 
secondary infection itself may have played some causative 
role. Robertson (1949) has emphasized the importance of 
infection in aggravating the granulopenia when marrow 
depression is due to drugs ; he also refers to a case of gland- 
ular fever with moderate neutropenia, in which a strepto- 
coccal throat infection led to a severe drop in neutrophils, 
with prompt improvement after the start of penicillin treat- 
ment. In the present instance the first alternative cannot 
be excluded, but we suggest that the second offers a more 
attractive explanation—-secondary infection occurring when 
marrow function was already depressed as a result of the 
virus disease, and in turn precipitating severe leucopenia. 
The failure of antibiotic treatment, which is usually so 
effective, can be attributed to the antibiotic-resistant 
staphylococci in the lesions, and it seems likely that these 
organisms were there from the earliest stages. 


Summary 

A case is reported of fatal agranulocytosis developing 
late in the course of severe hepatitis, thought to have 
been of viral origin. The agranulocytosis cannot be 
attributed to drugs, and a relationship with hyper- 
splenism is improbable, while the presence of severe 
hepatic failure seems unlikely ; it is suggested that it may 
have resulted from secondary infection occurring at a 
time when marrow function was already depressed as a 
result of the virus disease. 
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In 1951 Dail, in the U.S.A., described the mechanism of 
this interesting and, for the human, abnormal form of 
breathing as observed in a series of 15 patients. A 
further report by Dail, Affeldt, and Collier (1955) 
brought the number under observation up to 100 with a 
correspondingly enhanced experience and comment. Our 
purpose is to bring to the notice of those faced with the 
problem of the respiratory muscle defect in the post- 
acute and chronic stages of poliomyelitis the experi- 
ences of the American observers, and also to describe 
the results of the attainment of this aid to breathing in 
a few of the patients in the respiratory unit of this 
hospital. 
Description of the Technique 


Glossopharyngeal breathing was so named by Dail because 
of the anatomical structures which take part in the process. 
It has also aptly been called “ gulping” and “ frog-breath- 
ing” because of its similarity to the breathing mechanism of 
amphibians. It has been stated that the method has been 
used by divers to allow for longer periods of submersion and 
may have been spontaneously developed by some poliomye- 
litis patients and used for years without recognition. Dail 
(1951) quotes the case of a patient whom he had observed to 
be using his mouth and throat in what appeared to be a 
swallowing action, but which further observations showed 
to be a gulping of air trapped by the pharynx and then forced 
through the larynx. It was later shown that each gulp 
could trap from 30-60 ml. of air and that from 10-20 or 
more of such gulps constituted a single inspiration. Breath- 
ing could continue in this fashion for minutes or hours. 

In an excellent manual of instruction for glossopharyngeal 
breathing (G.P.B.) prepared by Dail, Zumwalt, and Adkins 
(1955) a description of the mechanism, based on observa- 
tions and studies of more than 100 patients and 50 normal 
persons who had learned the technique, is summarized as 
follows: “There is a stroke-like action of the tongue 
together with constricting action of the pharynx pumping 
air through the larynx. The air accumulates step-like in the 
lungs. Each full * inspiration’ consists normally of about 


10 or more such strokes, at the end of which air is released 
from the lungs in a manner similar to ordinary expiration.” 


| 
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Each stroke is regarded as a cycle consisting of four 
distinct steps. These steps are illustrated and described in 
the accompanying illustration. We are indebted to the 
authors and to the editors of the Journal of the American 
Medical Association for permission to reproduce it here. 


| OPENED 


STEP 3 


Steps taken during one “ stroke" of glossopharyngeal breathing. 
Step 1: a mouthful and throatful of air is taken, depressing the 
tongue, jaw, and larynx to get maximum volume. Step 2: the 
lips are closed and the soft palate raised to trap the air. Step 3: 
the jaw, floor of the mouth, and larynx are raised. This, to- 
gether with progressive motion of tongue, forces air through 
the opened larynx. Siep 4: after as much air as possible is forced 
through the larynx, it is closed and the air is retained in the lungs 
until the cycle is reinitiated. 


Application of the Technique 

There are now many patients in this country who, as a 
result of poliomyelitis, have reduced breathing capacity. The 
reduction is not infrequently almost complete failure, but in 
most cases, even in those who have achieved only partial 
release from mechanical assistance, there is sufficient recovery 
to allow of continued existence in reasonable comfort. 
Where normal breathing-muscles are inadequate much of the 
ventilation is carried out by the accessory muscles, such as 
the sternocleidomastoids and platysmata, and in some cases 
also by the abdominal muscles, which may have escaped 
damage. A considerable degree of stability and absence of 
distress are achieved in these chronic patients even when 
their efforts produce small tidal exchanges and a vital 
capacity in many cases of less than 700 ml. (about one-fifth 
of normal) in the adult—in some, indeed, as low as 300 ml. 
However, where existence is largely dependent on such 
accessory muscle groups the patient must be helped by 
mechanical means when he becomes tired or when he needs 
to sleep. In many cases he can be released from mechanical 
aid only for brief periods daily. 

While it is for those in the severely limited class that 
G.P.B. may be particularly useful as an aid to partial release 
from mechanical aids, Dail and his associates (1955) have 
pointed out that complete dependence on the respirator is 
not the only indication for its use but that G.P.B. has also 
a most useful application in increasing the amount of time 
free from the machine. In addition, it appears to have a 
most useful function in those who, though they no longer 
require a respirator, have nevertheless inadequate capacity 
for forceful coughing and are therefore subject to lung com- 
plications such as atelectasis. 


Capacity to Learn Glossopharyngeal Breathing 


The technique may be acquired spontaneously, as, for 
example, in efforts to remain free from the respirator, and 
indeed one of our patients (Case 4) developed it in this way. 
Another of our patients found that in efforts to increase 
spirometer readings she gulped extra air (Case 3). Dail and 
his associates (1955) state that, while some patients have 
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learned the technique in one lesson, others required many 
lessons covering a period of several months. Having 
acquired it, however, it was found that in the majority 
several weeks of practice were required to achieve improve- 
ment both in the effectiveness of the “ gulp ”—that is, an 
increase in the quantity of air trapped in the stroke—and 
in the endurance for continuation of G.P.B. over lengthen- 
ing periods of time. These observers also stated that for the 
new pupil three months should usually be allowed for learn- 
ing and developing G.P.B. 

In Dail’s series of 100 cases, G.P.B. was learned at widely 
varying stages of recovery following on the onset of the 
disease, the earliest being at two months and the latest four 
years after onset. Two of our cases have exceeded the latter 
figure, having been paralysed more than five and seven years 
respectively (Cases 2 and 6). Therefore the duration of 
paralysis, however long, does not appear to be a limiting 
factor in the attainment of G.P.B.; although in our small 
series it has appeared to us that the younger patients may 
be expected to have less difficulty in acquiring G.P.B. and in 
a shorter period than older ones. The youngest in Dail’s 
series was 4 years old and the oldest a man of 47, and it 
was found that relatively few children learned the technique. 
About one-quarter of his 100 patients learned the method 
without appreciable help from others, 5 developed it spon- 
taneously, 15 were taught by other patients, and 55 were 
instructed by hospital staff. 


Uses of Glossopharyngeal Breathing 

Dail, Affeldt, and Collier (1955) stated that benefit from 
use of the method cannot be claimed unless there is evidence 
of increase in vital capacity, and, furthermore, that the 
capacity to remain free from mechanical aid by the use of 
G.P.B. should be at least five times that without it. They 
mention three classes of patients who were subjects of study 
based on their functional disability: (a) those who were 
unable to be free from mechanical aids for any appreciable 
time without G.P.B.; (b) those who used it as an aid to 
spontaneous breathing and would otherwise be fatigued ; and 
(c) respiratory cripples who used it as an aid to chest- 
stretching and coughing. 

The volume of air propelled by each stroke in Dail’s 
groups was measured as averaging nearly 60 ml., and he and 
his colleagues estimated that effective use of the method 
required a stroke volume equal to approximately 1% of the 
predicted normal vital capacity in patients with very severe 
respiratory defect. 

Case 1 in our series (see Table) is an excellent example of 
almost complete dependence on G.P.B., while Case 3 fits into 
the category of those who use it to supplement their ordinary 
capacity at intervals. Cases 2, 4, and 5 are examples of those 
who benefit from it chiefly in the assistance it gives in cough- 
ing or chest-stretching. Case 4 uses it also to supplement his 
efforts when he is under stress—for example, when under- 
going active physical exercises for rehabilitation. 


Report of Cases 


Measurements showing the effects of G.P.B. on the respira- 
tory mechanics of 6 patients are presented in the Table. 
Case 6 was, however, not available for complete data. 

Case 1.—Woman aged 38. The onset of poliomyelitis 
was in October, 1956. She has been left with almost com- 
plete quadriplegia and severe paralysis of the respiratory 
muscles. She commenced G.P.B. in March, 1957, and the 
period of freedom from mechanical respiration progressively 
increased, so that after one month she could remain free of 
mechanical aid for more than three hours. Now she can 
remain out of the respirator for as long as 8-10 hours con- 
tinuously and without obvious fatigue. She has also learned 
to eat when out of the machine, and while doing so she uses 
the accessory muscles of respiration. Her normal vital 
capacity is only 200 ml., but with G.P.B. she can trap up 
to 1,900 ml. Each phase of maintenance G.P.B. comprises 
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Individual Data Showing Volume Relations Between Una 
the Effect of G.P.B. on Chest I 


Vital Capacity as | 


Vital Capacity (V.C.) | Expected Percentage of 
| va Expected Normal 
and | (Baldwin 
Case A Assisted | ef al., | Assisted 
Y Be | Unassisted with | 1948) Unassisted with 
G.P.B. | | G.P.B. 
(ml.) (ml.) (ml.) Co | 
200 1,900 2,889 7 64 
2 |M27 sso) 1,800 4.380 12-5 4! 
1 | F 19 600 1.850 | 3,098 19 | 60 
sso 3,500 | 4,344 13 80 
5 | M % 800 1,800 4,154 | 19 43 | 
6 F 23 380 | 7003 | 


*c.c. Costal cartilage 


ssisted Breathing and Glossopharyngeal Breathing as well as 
rpansion and “ Expulsive Force” 


“Expulsivet 


Average 
Maximum Chest Expansion 
of Each 
Gulp Voluntary Breathing | Assisted with G.P.B. Assisted 
G.P.B. | gnec.® | 4thec. | 9hec, | 4the.c. G.P.B 
(mi.) | (om.) (cm ) (cem.) | (cm.) (cm. H,O) | (cm. H,O) 
40 03 1-7 10 30 6 16 
90 0 | OS 1-5 | 3-0 12 20 
120 0-2 0-2 50 1-5 4 3s 
2 10 so 10 19 
— | — 


t Measured by blowing into a standard testing machine for mechanical respirators (Smith-Clarke design, by Cape Engineering Ce.). 
t Paradoxical movement of the chest due to paralysis of diaphragm and lower intercostal muscles. 


§ Only two hours after learning the technique 


6-8 gulps, each of approximately 60 ml., giving a tidal 
volume of 360-480 ml. Her glossopharyngeal breathing rate 
is about 14 a minute. The acquisition of G.P.B. has greatly 
simplified the problem of nursing and physiotherapy. She 
can be taken to the bath, for trips in her wheel-chair, and 
even for car rides. 

Case 2.—Man aged 27. This patient was taught G.P.B. 
within three days of admission to our unit in August of this 
year. He has been a chronic respirator case for more than 
five years, relying almost entirely on accessory muscles and 
therefore needing a respirator to sleep. His readmission to 
hospital was precipitated by an ominous reduction in vital 
capacity to 350 ml. from the usual level of about 800 ml. 
His vital capacity now is only 550 ml., but after G.P.B. he 
can blow 1,800 ml. into the spirometer. However, it is 
expected that with further practice his G.P.B. efficiency will 
increase, At the moment he traps an average of 40 ml. per 
gulp 

Case 3.—Young woman aged 19. Admitted to hospital 
a year ago with very severe paralytic poliomyelitis. Origin- 
ally treated in cabinet respirator; later weaned through 
cuirass and rocking bed. She has now been free from 
mechanical aid for approximately two months. This patient 
was found to have developed G.P.B. spontaneously and with- 
out consciousness of the technique. It appears that she found 
that in efforts to increase her spirometry readings she gulped 
air, and this was probably the origin of her ability for G.P.B. 
Her present vital capacity is only 600 ml. With G.P.B. it 
totals 1,850 ml., and she uses it for occasional deep breaths 

for example, for coughing. 

Case 4.—Man aged 30. Has had paralytic poliomyelitis 
for abcut 21 months. He developed G.P.B. spontaneously, 
and with it he can increase his vital capacity of 550 ml. to 
no less than 3,500 ml. While gulping he produces an audible 
pumping sound not unlike that of air under compression in 
a tyre pump. He uses G.P.B for stretching his chest and 
coughing, and also to supplement his normal capacity when 
doing his exercises. He can manage his usual tidal exchange 
by the use of remnants of ordinary muscles of respiration 
supplemented by accessory muscles during the day. At night 
he requires to sleep on a rocking bed. 

Case 5.—Man aged 36. Developed poliomyelitis in 
March, 1957, and needed a cabinet respirator continuously 
for many weeks. He now has a vital capacity of 800 ml., but 
needs a rocking bed for sleep. He has been taught G.P.B. 
during the past fortnight and can now gulp so as to increase 
his vital capacity to 1,800 ml. His present gulp traps about 
25 ml. We expect the efficiency of his G.P.B. to increase 
with further practice. 

Case 6.—Woman aged 23. A chronic respirator patient 
of seven years’ duration requiring the cabinet respirator for 
the greater part of each 24 hours. While on a visit to London 
(in her cabinet) she was admitted to our unit for examina- 
tion and for trial of other breathing apparatus—for example, 
rocking bed. During the eight hours she was in our unit 


she learned the technique of G.P.B. On simple tests before 
her departure in the late afternoon it was found that her 
vital capacity was increased from 350 to 700 ml. with G.P.B. 
Her capacity to count in one breath was increased from 12, 
using her accessory muscles, to 24 when supplemented with 
G.P.B. Since her return home she has written to us as 
follows : “ I am now able to do frog-breathing almost imper- 
ceptibly apart from the gulping movement in my throat. 
It has given me so much more confidence to go further away 
from home and from my iron lung. Last week I made a 
journey to town by train—about eight miles (12.87 km.) 
and spent four hours there before coming back home, which 
is something I had never ventured to do previously. Also 
it means I am always able to get sufficient breath to make my 
voice carry all over the house.” 


Discussion 

Since Dail’s original observations further studies on 
glossopharyngeal breathing have been carried out in many 
centres in the U.S.A. (Collier, Dail, and Affeldt, 1956; 
Zumwalt, Adkins, Dail, and Affeldt, 1956; Loeser, 1956; 
Feigelson, Dickenson, Talner, and Wilson, 1956). The 
advantages derived by the patient are basically due to his 
ability to amplify his inspiratory volume unaided by 
mechanical respirators. Thus he becomes less dependent on 
machines during waking hours and is assured of a safety 
factor in case of electrical breakdown or power cuts. The 
increased volume of air trapped in the lungs also helps the 
patient to produce a better cough and with it an ability to 
clear his lungs of secretions. However, the cough mechanism 
is also dependent on functioning abdominal muscles and 
diaphragm, and severe involvement of these will diminish 
the cough effort considerably even though the patient is a 
good frog-breather (Feigelson ef al., 1956). In such patients, 
however, a good expulsive effort can be produced with the 
help of an assistant squeezing the lower chest and upper 
abdomen during the expiratory phase of G.P.B. Efficient 
frog-breathers can stretch the chest intermittently, and this 
helps in reducing or preventing rigidity, which alone could 
seriously interfere with the efficiency of ventilation. Addi- 
tionally, the deep breathing achieved must be of considerable 
value in reducing the risk of atelectasis. 

In addition to its medical advantages frog-breathing 
provides considerable social and psychological help to these 
cripples. It allows them, with certain limitations, to visit 
their homes, to do shopping, and go for car rides. If the 
limb paralysis is not severe they may even be able to earn 
their living, and we are hoping that one of our patients 
(Case 5) will eventually be able to resume his occupation as 
a schoolteacher. 

There are, however, certain limitations to what G.P.B. can 
achieve. The patient cannot do it during sleep, and if his 
unassisted vital capacity is very low and largely or entirely 
carried out by accessory muscles he will certainly need a 
respirator for sleeping. 
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Although it would appear that in the U.S.A. many 
tracheotomized patients have learned G.P.B., we have not so 
far succeeded with two patients now on intermittent positive 
pressure breathing. There are difficulties in preventing leaks 
from the tracheostome which could be minimized by using 
suitable plugs as recently developed in the U.S.A. (Dail, 
personal communication, 1957). These patients, we think, 
are psychologically ill-adapted also, particularly where they 
have been for a long time “ addicted” to intermittent posi- 
tive pressure breathing. 

A patient cannot eat during frog-breathing. However, 
one of our patients (Case 1) uses her accessory muscles of 
respiration while masticating and returns to frog-breathing 
after she has swallowed. With this.combination she can 
consume an average meal in less than half an hour. 

If illness develops, the energy required to perform G.P.B. 
may be lacking and the patient will require assistance by 
artificial respiration. 

The presence of an irritant--for example, food particles or 
mucus near the glottis—may cause guarding and temporarily 
diminished ability for efficient G.P.B. An assistant may be 
required to help by chest squeezing during expiration to 
facilitate its dislodgment. 

Glossopharyngeal breathing may be regarded as a form 
of intermittent positive pressure respiration. If the inspira- 
tory phase is prolonged the venous return to the heart is 
progressively reduced as the intrathoracic pressure rises ; 
thus the cardiac output progressively diminishes, and it has 
been observed to coincide with a reduction in blood pressure. 
Most patients complain of lightheadedness for a few seconds 
after maximal G.P.B., presumably due to transient cerebral 
anaemia. However, when G.P.B. is carried out to provide 
maintenance tidal exchange there appears to be no lessening 
in cardiac output. Dail and his co-workers (Collier et al. 
1956) maintain that if the tidal exchange is kept below one 
litre, provided also that the inspiratory phase is not very 
prolonged, there is no significant change in cardiac output. 


Summary 


The usefulness of glossopharyngeal breathing (G.P.B.) 
in chronic poliomyelitis patients with respiratory paraly- 
sis is described. Case reports of six patients from this 
hospital who have learned the technique are presented 
and the value of G-.P.B. is analysed in each case. 

The basic advantage of G.P.B. is the enhanced ability 
of the patient to increase his vital capacity, which makes 
him less dependent on respirators and increases his 
power to cough and stretch his chest. The social and 
psychological advantages of this type of breathing are 
stressed. 

It can be concluded, without reserve, that G.P.B. is 
of great value to seriously handicapped patients and that 
more use of this technique should be made in all centres 
where post-acute and chronic poliomyelitis patients are 
cared for. 

We wish to record our thanks to the staff and patients of the 
poliomyelitis unit for their help and co-operation in this study. 
Our thanks are also due to Mr. E. J. Tunnicliff, of Electronic 
and X-ray Applications Ltd., London, for loan of the Monaghan 
spirometer with which many of the measurements were made. 
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PSYCHOSIS DUE TO ISONIAZID 
BY 


S. L. O. JACKSON, M.D., M.R.C.P. 
Assistant Physician, Uxbridge Chest Clinic 


During the five years in which isoniazid has been in 
general use in the treatment of tuberculosis, the only 
toxic manifestations frequently reported have been those 
involving the central nervous system. A few cases of 
encephalitis have occurred (Biehl and Nimitz, 1954; 
Mitchell, 1955) which may or may not have been due 
to the drug, but peripheral neuropathy and psychosis are 
both well-recognized side-effects which have not infre- 
quently been encountered. Most attention has so far 
been focused on neuropathy, although it is usually only 
seen in those patients receiving dosage much larger than 
normal, Apart from cases with paraesthesia only, 
peripheral neuropathy must be exceedingly rare when 
isoniazid is given in conventional dosage (2-5 mg./kg.). 
On the other hand, where psychosis has been reported 
the relation to dosage is less obvious. In the M.R.C. 
(1952) trial, in which 173 cases received 200 mg. of 
isoniazid daily, there were no reports of peripheral 
neuritis, but four cases developed nervous symptoms, in 
one of which these were persistent and severe enough to 
warrant stopping the drug and withdrawing the case from 
the trial. The purpose of this paper is to record five 
cases developing a psychosis whilst receiving isoniazid 
in dosage well within the normally accepted range. 


Summary of Cases 


| Duration 
Dosage | Pree | of 
Case of re- jominant | 'sychosis 
No. ~—¥ Isoniazid | disposing Mental | Treatment After 
(mg./kg.)| Factors | Symptoms | | Isoniazid 
| Withdrawn 
1 34 weeks 38 Oxytetra- | Hysteria | Nil | 6 weeks 
cycline. | 
P.A.S. in- | 
tolerance | 
2 ae os 45 P.A.S. in- | Mania I.M. vit. B 8 months 
| tolerance complex ; 
| good | 
| | response | 
3 |7-8 ,, 26 | Nil Anxiety Nil | 34 
with 
paranoid 
| | symp- 
| toms 
4 | | week | 29 - Schizoid | LM. nico- | 5 weeks 
reaction | tinic acid; 
| partial | 
| response. 
vit. B) 
complex | 
5 | 68 3-2 Chronic Depres- | I.M. nico- 1 week 
| weeks | alcohol- sion tinamide; | 
| | ism. Oxy- good | 
| tetra- response | 
cycline. 
| Chlor- 
| tetra- 
cycline 
Case 1 


A scaffolder aged 53 was admitted to the ward in July, 
1954, with a cavity in the right upper lobe and a positive 
sputum. He had a long history of basal bronchiectasis with 
a recent acute episode treated with oxytetracycline. His 
general condition was, however, good and he was not 
appreciably toxic. He was given a 60-g. course of daily 
streptomycin with P.A.S. followed by isoniazid, 200 mg. 
daily (3.8 g./kg.) with P.A.S. After three months the P.A.S. 
was replaced by streptomycin owing to some mild gastric 
upset, but progress was otherwise satisfactory and he was 
co-operating well. In mid-January he complained of 


744 Serr. 28, 1957 PSYCHOSIS DUE 


TO ISONIAZID JOURNAL 


transient paralysis down the right side and a sensation of 
butterflies in the stomach. No neurological signs could be 
elicited, except that reflexes were all very brisk. Thereafter 
he showed increasing mental change, becoming resentful 
and argumentative. Hysteria was diagnosed and he was 
sedated with phenobarbitone. A month later the 
“ paralysis ” recurred. The only change in the C.N.S. was 
that ankle clonus was now present. His mental state had 
not improved. He remained in a state of tension, constantly 
complaining about trivialities, and was difficult to manage in 
the ward 

All chemotherapy was then stopped and over the following 
six weeks his mental outlook slowly returned to normal. 
During this period of mental upheaval his cavity had closed 
and no further chemotherapy was given. He was eventually 
transferred to a rehabilitation settlement, where he has done 
well 

Case 2 

An aircraft fitter aged 39 developed infiltration in the left 
upper zone in December, 1954. Sputum was positive for 
acid-fast bacilli. On admission to the ward his condition 
was good, he was not toxic, and he appeared normal 
mentally. From January 3 to March 22, 1955, he received 
a course of twice-weekly streptomycin with P.A.S. Owing to 
mild gastro-intestinal disturbances the chemotherapy was 
then changed to streptomycin, | g. three times weekly, and 
isoniazid, 300 mg. (4.5 mg./kg.) daily. Over the next 
10 weeks he became increasingly talkative, until it was quite 
impossible to nurse him in the general ward and he had to 
be moved to a side-ward. He was euphoric and had grandi- 
ose ideas of his own capabilities and resources. Chemo- 
therapy was stopped on May 26; on June 6, before psychiatric 
aid was forthcoming, he discharged himself from hospital. 

Two weeks later he attended the Chest Clinic and was 
still talkative, euphoric, and somewhat facetious, though 
there was also some insight into past events. In spite of his 
zest for conversation, his expression was noticeably clumsy. 
There had been continuous and satisfactory regression of his 
tuberculosis. In another month there was some mental im- 
provement, though he was still talkative and excitable. In 
August a course of streptomycin and P.A.S. was begun aad 
he remained in bed at home. 

In January, 1956, his wife complained about his behaviour. 
From a quiet disposition prior to his stay in hospital his 
personality had completely changed and he had taken to 
asserting himself in demonstrative and sensational ways. On 
interview he seemed rational, but. obviously was still tense 
and loquacious. It was then decided to try the effect of 
intramuscular “ parentrovite,”* a vitamin B concentrate, and 
5 ml. was given twice weekly for three weeks. Within one 
week there was noticeable improvement, and within two 
months he was back to his normal quiet and relaxed tem- 
perament. Subsequently long courses of streptomycin and 
P.A.S., and isoniazid and P.A.S., were given, but no relapse 
was provoked. 

Case 3 

A tool-grinder aged 37 was admitted to hospital in May, 
1955, in a toxic condition with a cavitated lesion in the right 
upper lobe and strongly positive sputum. After six weeks 
of streptomycin, 1 g. twice weekly, isoniazid, 200 mg. daily 
(2.6 g./kg), and P.A.S., 15 g. daily, his temperature became 
normal. There had been no sign of mental instability. 
Chemotherapy was then changed to streptomycin, 1 g. daily, 
with isoniazid, 200 mg. daily. A few days later he com- 
plained that the other patients were whispering about his 
chest condition and that he feared that they would smother 
him with a pillow. He took his own discharge from hos- 
pital shortly afterwards. Chemotherapy (streptomycin 1 g. 
four times weekly with isoniazid 200 mg. daily) was re- 
started at home on June 29, three days after his self- 

*Parentrovite: aneurine 250 mg., nicotinamide 169 mg.. ribo- 


flavine 50 mg.. pyridoxine 50 mg., calcium pantothenate 5 mg., 
ascorbic acid 500 mg 


discharge. On July 5 he attended the Chest Clinic in a highly 
nervous state, although he himself claimed to be back to 
normal, and he displayed considerable insight into his pre- 
vious aberrations. 

When seen again a month later he had obviously relapsed 
into an acute anxiety state. He appeared apprehensive and 
fidgety and said he had completely lost confidence in him- 
self. There was, however, no recurrence of paranoid delu- 
sions. Isoniazid was stopped immediately and replaced by 
P.AS., 20 g. daily. In a month he was much improved, and 
within four months was back to his normal self. Sub- 
sequently he received several long courses of streptomycin 
and P.A.S. (but not isoniazid), was readmitted to hospital, 
and had a two-stage thoracoplasty without any recurrence of 
anxiety symptoms. 


Case 4 


A draughtsman aged 17 was admitted to hospital on 
October 3, 1955, with a cavity at the right apex which had 
failed to respond to a three-months course of streptomycin 
and P.A.S. at home. He had a low-grade temperature, his 
general condition was good, and mentally he appeared to 
be a normal and intelligent youth. Streptomycin, | g. four 
times weekly, and P.A.S., 15 g. daily, was continued and he 
was postured for the apical cavity. On November 15 P.A.S. 
was replaced by isoniazid, 200 mg. daily (2.9 g./kg.). About 
a week after the course started an acute confusional state 
developed. Anxiety was the predominant mood, but he 
also had complex delusions, including the conviction that 
he was changing sex. Insight into his condition was only 
partial. Neurological examination was negative, apart from 
a generalized increase of tendon reflexes. The C.S.F. showed 
a slight increase of protein (65 mg.) with slight excess of 
globulin. 

A psychiatrist to whom the patient was known personally 
considered that his condition was compatible with a toxic 
psychosis due to drugs. Isoniazid was discontinued soon 
after the onset of the mental change and from November 25 
nicotinamide, 100 mg. three times a day, was given for seven 
days. Prompt improvement in his mental state occurred, 
although his behaviour remained a little childish and emo- 
tionally overcharged. Towards the end of December 
delusions recurred, though of a milder character. The C.S.F. 
was unchanged and there were no fresh neurological signs. 
Parentrovite, 2 ml. intramuscularly on alternate days, was 
given over a period of four weeks, and within a week his 
mental state was completely normal. Chemotherapy 
(streptomycin and P.A.S.) was restarted in January, 1956, 
and in spite of repeated courses, which included isoniazid 
at a later date, and in spite of the ordeal of a major surgical 
operation (lobectomy) there has been no further mental 
relapse. 


Case 5 


A professional man aged 52 had had extensive cavitated 
disease since 1948 and was an alcoholic. He was neverthe- 
less a good chronic case and was able to carry out his pro- 
fessional duties. The only previous chemotherapy was a 
three-months course of streptomycin and isoniazid in 1953. 
He was admitted to a general hospital in August, 1955, with 
collapse/consolidation of the right lung following fracture 
of ribs by a fall. There was a partial response to courses of 
penicillin, oxytetracycline, and chlortetracycline (the latter 
two antibiotics causing some diarrhoea), but it then became 
obvious that there was also an exacerbation of the tuber- 
culous disease. Streptomycin, 1 g. daily, and isoniazid, 
200 mg. daily (3.2 g./kg.), were started on September 10, 
but, owing to streptomycin resistance, viomycin, 4 g. weekly, 
and P.A.S., 15 g. daily, replaced streptomycin on October 6. 
Isoniazid was continued in spite of partial resistance to the 
drug. 

Over the next four weeks the patient developed increasing 
mental lethargy and depression, although there was co- 
incident improvement in his temperature and chest x-ray pic- 
ture. He seemed incapable of helping himself and had to be 
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fed at every meal. His reaction time was excessively slow 
and he was grossly disorientated in time. Examination of 
the C.N.S. was normal except that the reflexes were on the 
brisk side. Without stopping his drugs intramuscular 
nicotinamide, 100 mg. daily for seven days and 50 mg. daily 
for seven days, was started on November 24. The improve- 
ment was dramatic and almost immediate, the depression and 
lethargy disappearing within a week. On discharge three 
weeks later he was mentally alert and cheerful. A further 
course of isoniazid was given at a later date without unto- 
ward effect, the patient receiving simultaneous vitamin B 
complex supplement to the diet. 


Discussion 


The mental changes shown in these cases are all com- 
patible with a toxic psychosis, the precise form of the dis- 
order being dependent on the previous constitutional make- 
up and personality of the patient. Although direct evidence 
implicating isoniazid is perhaps not overwhelming in every 
case, by inference it is strong because of the absence of 
any previous mental breakdown and because of the similarity 
to other reported cases. 

Deprivation of vitamin B is the generally accepted mech- 
anism involved in both peripheral neuropathy and psychosis 
due to isoniazid. Biehl and Vilter (1954), investigating peri- 
pheral neuritis occurring after high isoniazid dosage, were 
impressed by the similarity of the picture to that produced 
by the pyridoxine antagonist desoxypyridoxine. Moreover, 
they found that neuropathy did not develop if pyridoxine, 
50 mg. daily, was given with the isoniazid. Instead of the 
theory previously put forward of competitive blocking of 
pyridoxine by the similar isoniazid molecule, they considered 
that isoniazid interacted with vitamin By; in the tissues to 
form a pyridoxal isoniazid complex which they found ex- 
creted in the urine in large quantities. This was confirmed 
by Williams and Abdulian (1956), and these authors and 
Vilter (1955) have drawn attention to the increased excre- 
tion of xanthurenic acid in the urine which occurs with 
pyridoxine deficiency and consequent failure of the enzyme 
system responsible for tryptophan breakdown, in which pyri- 
doxine plays a part. Vilter claims to have demonstrated this 
more clearly by giving a 10-g. loading dose of tryptophan 
and finding a gross excess of xanthurenic acid excretion in 
such cases. 

Other clinical evidence in favour of a simple pyridoxine 
deficiency is less certain. One of the two cases of peripheral 
neuropathy described by Jones and Jones (1953) responded 
to nicotinamide alone, and two of eight cases in alcoholics 
taking isoniazid reported by Oestreicher et al. (1954) failed 
to improve with pyridoxine. Wood (1955) reported five 
cases of psychosis and 13 cases of pellagra amongst Bantu, 
presumably all in poor nutritional state, receiving isoniazid 
dosage varying from 8 to 12 mg./kg. Three of the psycho- 
tics recovered completely with nicotinic acid alone. Three of 
the pellagra cases also recovered with nicotinic acid alone, but 
in otkers improvement was only partial until other B com- 
plex vitamins were given. McConnell and Cheetham’s (1952) 
case of pellagra and psychosis occurring in a patient with 
tuberculous peritonitis in relapse and Zabad’s (1953) case of 
psychosis both responded dramatically to parenteral nicotinic 
acid. In the series described in this paper Case 5 responded 
satisfactorily to nicotinamide, Case 4 responded partially to 
nicotinamide but only completely after vitamin B complex 
had been given, whilst Case 2 was given vitamin B complex 
throughout. It is therefore unlikely that isoniazid toxicity 
can be attributed to one single member of the vitamin B 
complex, though there is ample confirmation that thiamine 
plays no part (Jones and Jones, 1953 ; Wood, 1955). 

These problems are perhaps rather academic, and a matter 
of more practical importance is the question why only 
certain patients appear to develop C.N.S. toxicity. Biehl 
and Vilter (1954) give the incidence of peripheral neuro- 
pathy as 2-3% amongst those receiving normal dosage 
(2-3 mg./kg.), a figure which from personal experience 


appears to be much too high. It may be worth noting, 
however, that increase of tendon reflexes occurs in a high 
proportion of patients receiving isoniazid. It occurred in 
13% of M.R.C. (1952) cases, and this may well have been 
an underestimate. It was a striking finding in at least two 
of this series and has been noted by many others (Hunter, 
1952; Katz et al., 1954; Wood, 1955). Its significance is 
doubtful, but it has been recorded as an early sign in nico- 
tinic acid deficiency (Brain, 1947), and it is possible that 
a subclinical deficiency state exists in many more persons 
than show overt toxic signs. 

Dosage, although not a factor in this series—none of the 
patients having received more than 4.5 mg./kg.—seems un- 
doubtedly of much importance in the published cases of 
peripheral neuritis. Biehl and Vilter (1954) give an incidence 
of 40% in patients receiving 20 mg./kg. Wood's cases of 
psychosis received 7-12 mg./kg. On the whole, the dose 
relationship appears to be less significant in psychosis than 
in peripheral neuritis, but it is doubtful if this alone points 
to any fundamental difference in the mechanism of the two 
conditions. 

Obviously, if vitamin B deficiency is responsible for the 
toxicity, anything reducing the intake of this vitamin will 
predispose to a reaction. Malnutrition from various causes, 
such as extensive tuberculous disease, poverty, and 
alcoholism, has featured in cases in the literature. In Case 5 
in this series the patient was a definite chronic alcoholic, and 
in Case 1 alcoholism may also have been a factor. With 
modern chemotherapy, bowel upsets often occur, and P.A.S., 
for instance, causes diarrhoea, which may be tolerated for 
long periods by patients and which is bound to upset absorp- 
tion of essential food factors. Both Cases 1 and 2 had 
difficulty taking P.A.S. The tetracyclines are known to inter- 
fere with the normal bacterial flora of the intestine, and, as 
intestinal bacteria may be responsible for supplying some of 
the body's nicotinic acid and pyridoxine, courses of these 
antibiotics may predispose to isoniazid toxicity. Cases 1 
and § both received oxytetracycline prior to taking isoniazid. 
This leaves Cases 3 and 4, in which there was apparently 
no reason to expect any interference with vitamin absorp- 
tion ; and probably in all the cases, except Case 5, other un- 
known factors must have been operating. 

It is premature to advise giving vitamin B supplements to 
all patients receiving isoniazid, at any rate in those taking 
conventional doses, but nervous reactions are probably 
more common than is realized, and if suspected should be 
treated promptly. It is particularly important to consider an 
isoniazid reaction in any patient showing an unexpected and 
peculiar mental change, especially where there is no past 
history of mental instability. Perhaps it may also account 
for some of the reported increase of self-discharges from 
sanatoria—and two of the present series came to notice 
for just this reason. Treatment should be given with vitamin 
B complex, including nicotinamide, pyridoxine, and panto- 
thenate. The dosage should be massive, and, in view of a 
possible impairment of absorption from the alimentary tract, 
should be given parenterally. Fortunately, it seems that, 
once the patient has been saturated with vitamin B complex, 
further courses of isoniazid can be given with impunity. 
This was seen in Cases 2, 4, and 5 in this series, and was also 
observed by Wood (1955) in most of his cases of psychosis 
and pellagra, No doubt it would be advisable to continue 
with supplements of vitamin B in the diet. 


Summary 


Five cases of psychosis are described in patients receiv- 
ing isoniazid in the usual dosage range of 2-5 mg. per kg. 
Three of the cases responded completely to vitamin B 
complex. The role of this substance in the production 
of the nervous side-effects of isoniazid is discussed. 

I should like to thank Dr. J. T. Nicol Roe and the staffs 


of the Uxbridge Chest Clinic and Mount Pleasant Hospital, 
Southall, for assistance in preparing this paper. I am also 
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indebted to the medical staff of Harefield Hospital, to whose 
sanatorium wards three of the patients were admitted 
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TREATMENT OF OPHTHALMIC ZOSTER 
WITH PREDNISONE 


BY 


A. BARHAM CARTER, M.D., M.R.C.P. 
Physician, Ashford Hospital, Middlesex ; Civilian Adviser 
in Neurology to the War Office 


AND 


J. E. ROYDS, M.B., M.R.C.P. 
Assistant Physician, Ashford Hospital, Middlesex 


Herpes zoster affecting the first division of the trigeminal 
nerve is a severe and painful condition, particularly in 
elderly patients. In many cases it is complicated by 
ophthalmic lesions and is often followed by intense 
neuralgia. There is usually considerable oedema of the 
face in the early stages, and some of the pain occurring 
before, during, and after the eruption may be peripheral 
in origin. It is possible that the cellular reaction to 
the zoster virus both intraneurally and extraneurally 
accounts for some of the pain, and, if so, any successful 
control of this reaction would be useful. 

Suppression of cellular reaction by corticosteroid drugs 
is seen to best advantage in the allergic hypersensitivity 
states, but it is also known that these drugs can inhibit 
primary tissue responses to infection, and it was there- 
fore thought justifiable to try their effect on ophthalmic 
zoster. To avoid sodium and water retention due to 
treatment, prednisone rather than cortisone was used. 


Material and Method of Treatment 


Fifteen consecutive cases of herpes ophthalmicus were 
treated during 1956, eight of them in the Ashford Hospital, 
Middlesex, and seven in their homes. Details of the treat- 
ment are as follows: 

Systemic.—(1) Prednisone, 10 mg. six-hourly by mouth 
for four days, followed by 10 mg. eight-hourly for the next 
three days. The dose is then reduced by 5 mg. each day 
until it is discontinued on the fifteenth day. (2) Tetracycline, 
250 mg. six-hourly by mouth for seven days. (3) Vitamin-B 
complex (“ becosym™), two tablets three times a day for 
seven days 

Local.—{1) To the rash, oxytetracycline cream 1% daily. 
(2) To the eye: atropine 1%, sulphacetamide 30%, hydro- 
cortisone 1%, applied as drops six-hourly for the first week 
and then according to the condition of the eye. 


Results 


The results of treatment in these patients, although the 
follow-up times were short and varied from 18 to 6 months, 
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were sufficiently satisfactory to consider that the natural 
history of ophthalmic zoster had been altered for the bette: 
A previous group of 44 cases of zoster, including by chance 
exactly 15 cases of ophthalmic zoster, had been reported by 
one of us (Barham Carter, 1951), and this group was thought 
to be similar enough to act as a reasonable control series 


Taste 1.—Comparison of Control and Treated Groups 


| No. of | F. | Average ae of 
Patients | Age Admission 
Control group, 1951... | 15 8 7 | G4years| 43days 
Treated group, 1956 15 | 7 @ 


Table | compares the two groups regarding age, sex, and 
duration of illness before admission to hospital. Both 
groups were nursed in the same wards of the same hospital 
under the care of the same physicians. The criteria chosen 
for comparison were: time of subsidence of oedema ; time 
taken for drying of rash; appearance of fresh lesions ; 
degree of scarring ; percentage of ophthalmic complications ; 
and severity and duration of pain, including occurrence of 
post-herpetic neuralgia. Tables I and III show in detail the 
results and progress of the two groups. 

Subsidence of Oedema.—tin the control series the peri- 
orbital oedema lasted from 8 to 17 days, and in the 
prednisone series its duration depended entirely on when 
treatment was begun. In Cases 5 and 13 treatment was 
started on the second day of the pain and within 24 hours 
of the rash, and no oedema appeared at all, and in Case 6 
prednisone was started on the third day of the rash and: the 
oedema lasted only for five days. In contrast one patient 
was admitted on the 16th day of her illness and her oedema 
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persisted until the 24th day. A scatter diagram relating the 
time from onset of illness to treatment with the time from 
onset to first day oedema-free shows a steady correlation 
(see Chart). Two patients are omitted, as they had no 
oedema on admission to hospital. 

Drying of Rash.—A similar relationship was seen between 
drying of the rash and inception of treatment, and this has 
been plotted and incorporated in the Chart. An interesting 
observation was that the rashes were more haemorrhagic 
than in the control series and pustulation in the early treated 
cases was minimal. 

Appearance of Fresh Lesions.—In the control group fresh 
vesicular lesions appeared in all the patients admitted within 
72 hours of the rash, and continued to appear up to the 
eighth day of the eruption. In the treated group 10 patients 
were admitted within 72 to 96 hours of the rash, and no fresh 
vesicles were seen in any of these patients 24 hours after 
prednisone had been started. 

Degree of Scarring.—lt is accepted that in all patients 
with ophthalmic herpes of any severity scarring is to be 
expected, and in most cases this will be deep and its extent 
will be in accordance with the extent of the rash. To us 
one of the surprising effects of the corticosteroid therapy 
was the remarkable lack of scarring in those patients treated 
within four days of onset of rash. There were 10 of these 
patients, and in seven of them it is now difficult to find scars 
without close examination, and on superficial inspection the 
site of the lesion cannot be identified. In the control series 
nine patients were admitted within four days of the rash, 
and seven of these are scarred sufficiently to be noticed. 

Ophthalmic Complications.—All patients in both groups 
showed conjunctivitis, and in the treated series six patients 
had keratitis with some evidence of iridocyclitis. In one of 
these it was severe enough to require tarsorrhaphy and one 
patient had a panophthalmitis and lost all vision. This 
patient was not admitted until the 16th day of her illness, 
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and the tarsorrhaphy patient was first treated on the seventh 
day, the rash appearing on the fourth day. In the control 
group eight patients had keratitis and iridocyclitis ; two re- 
quired tarsorrhaphy and two had corneal scarring sufficient 
to impair vision severely. No patient became completely 
blind in the affected eye. 


Incidence of Pain and Post-herpetic Neuralgia 


Herpetic and pre-herpetic pain is universal in this com- 
plaint except in the mildest of cases, and post-herpetic pain 
is said to occur in 1 patient in 10 (Ritchie Russell, Espir, 
and Morganstern, 1957). The pain of post-herpetic 
neuralgia is usually a continuation of severe herpetic pain, 
often at its maximum in the stage of vesiculation; and 
Tatlow (1952), in a series of 58 unselected cases, found that 
7 out of 29 examined from 5 to 10 years after the illness had 
severe pain or painful paraesthesiae. Only one case had 
needed any surgical treatment for the pain, and the rather 
surprising impression obtained by the author from this 
series was that the incidence of post-herpetic neuralgia was 
very small, that it bore no relation to age, and that the 
patient who continued to have pain after herpes zoster was 
of the introspective, worrying type. Ritchie Russell ef al. 
(1957), however, think that this complication cannot be cor- 
related with the severity of the illness but is much more 
likely in the elderly—the patients actually being over the 
age of 60 and often over 70. They also make the point 
mentioned by Taplow that post-herpetic neuralgia is com- 
moner in those who sit at home doing little but nursing and 
protecting the sensitive area, and suggest that prevalence in 
the elderly is correlated more with their inactivity than with 
their age. Peet (1929) considered post-herpetic neuralgia 
“ exceptional ” in his experience, and in a series of trigeminal 
neuralgia cases found only 3 out of 400-due to this. Simi- 
larly, Cushing (1920) and Frazier (1921) considered that this 
condition produced only 1% of all cases of trigeminal pain. 


Treated Group 


First Day | | 
From Onset of Rash to Following Strongest 
No. Side Scarring Ophthalmic Complications Analgesics Herpetic Follow-up 
Age Full 
red- _Qedema-| Pain- Drying Used | Neuralgia | in Months 
free of Rash 
! F 75 R 16 21 wo 23 Severe | Iritis; keratitis; blind | Omnopon | Severe | 8 
2 F 78 R 7 Nil it 9 Moderate | Iridocyclitis ; punctate keratitis | Codeine Nil 14 
3 F 6 10 Nil Nil 17 
4} M4 /R 3 6 7 8 | Minimal ,, Nil 
5 | M 45 I 1 Nil 2 6 Nil 18 
6 | F 68 L 2 5 18 8 Minimal Pethidine 10 
7 M 538 L 3 10 s il | Nil Iritis; keratitis | Codeine Do ee 18 
8 2 8 | 8 10 Nil Nil | 16 
9 M 68 I 4 9 | 6 12 af Iridocyclitis ; keratitis ; tarsorrhaphy | Omnopon pes il 
10 M 84 I 2 5 6 x Moderate | Nil | Nil oe 14 
i F 49 | R 6 12 8 | 14 | Severe | Keratitis | Pethidine Mild 12 
12} M 722 | R 2 6 4] 8 | Nil Nil Nil Nil 3 
13 |} F i 5 3 5 | Codeine il 
14 | F 63 L } 2 7 5 10 | Minimal | Keratitis - os 9 
8 7 | 10 Nil | Pethidine Moderate | 6 
| | j | 
TasLe Ii—Details of Progress. Control Group 
j 
| First Day | 
From Qnset of Rash to Following | Strongest Post-Herpetic 
No Sex and Age| Side Scarring Ophthalmic Complications | Analgesics Neuralgia 
Admission Ocdema- Pain- Rash Ise (6 Years After) 
ve free free Dry } 
1 M 59 i 4 ® 10 | 14 | Severe Keratitis ; iridocyclitis Omnopon | Nil 
2 y R 6 } 10 9 13 Moderate Nil | Codeine | Dead 
3 | F 4 K 7 12 it 1S Severe Keratitis | Omnovon | Nil 
a M 79 2 16 17 Minimal | Nil | Pethidine Dead 
5 8 12 13 Moderate | Keratitis | Nil 
6 | M 54 L 3 10 14 14 Severe | Iridocyclitis Omnopon Moderate 
7 M 63 R 5 a Fe. 12 Moderate | Nil Codeine Nil 
8 F 43 l 10 17 | 18 | 20 | Severe Keratitis Pethidine ps 
co) M 64 R 6 10 9 j 12 | Minimal | Nil oe os 
10 M 47 R 4 | 8 6 } 9 | Nil - Nil Moderate 
i M 82 L 4 9 | 10 12 Moderate | Iridocyclitis Omnopon | Dead 
12 F 74 L 7 13 12 14 - Nil Codeine * 
13 M 70 R 3 | 8 | 12 15 Severe | Keratitis; iridocyclitis | Omnopon | pe. 
14 F 69 L 2 9 14 14 Nil Keratitis | Codeine Nil 
1s F 6 | R 12 Severe Nil Pethidine 
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In our treated series 3 patients out of the 15 still complain 
of pain. One has mild pricking sensations, one has occa- 
sional annoying jabs, and one persistent pain causing some 
disability eight months after the attack. 

In the control series only 10 out of the 15 patients can be 
traced owing to deaths, and two of these find their pain still 
annoying six years later, but “think they have got used to 
it.” Taking the two groups together our impression is that a 
combination of old age, severity of attack, and severity of 
secondary infection is likely to result in prolongation of 
herpetic pain into post-herpetic neuralgia. We found little 
evidence of psychological disorder as a cause, but agree that 
some elderly patients complain more about pain than others. 


Discussion 


If it is agreed that any comparison can be made between 
two such small groups, then it appears that the use of 
prednisone has only in some respects modified the patient's 
response to ophthalmic zoster for the better. Disappearance 
of oedema is quicker, drying of the rash occurs earlier, and 
scarring is reduced to a minimum. No fresh vesicles 
appeared once treatment was established, and pain during 
the course of the illness was less. Treatment seemed to have 
no effect on the incidence of post-herpetic neuralgia, but, 
as the incidence of this is low in any case, a much larger 
series is necessary to draw any conclusions. Moreover, 
treatment with prednisone seemed to have no effect on the 
incidence of ophthalmic complications, but there seems to 
be plenty of evidence that it has a beneficial effect on these 
when they occur. 

Duke-Elder (1951) treated four cases of zoster iridocyclitis 
with cortisone and found improvement, and Olson et al. 
(1951) had a similar experience with corticotrophin. Poulin 
(1952) described four cases of ophthalmic herpes treated by 
corticotrophin and suggested that the ocular complications 
could be controlled thereby. Doenges (1954), in a series of 
15 cases of herpes zoster, treated 11 with cortisone alone, 
3 with chloramphenicol, and 1 with no specific drug. His 
criteria were drying of the rash, occurrence of fresh vesicles, 
and the relief of pain. Only one of these cases was ophthal- 
mic, and it did well, but the author concluded that the cor- 
tisone had not changed the course of the illness. Gelfand 
(1954) treated five cases, of which two were ophthalmic, 
with good results, and Marshall (1955) had one excellent 
result in a severe iridocyclitis and keratitis with local hydro- 
cortisone. Appelman (1955) treated four cases of ophthal- 
mic zoster with corticotrophin and had good results ; and 
finally an encouraging report comes from Scheie and Alper 
(1955) of 11 cases of ophthalmic zoster with iridocyclitis 
treated with cortisone or corticotrophin in which relief of 
pain was prompt in all, occurring within 24 to 36 hours of 
treatment. In all these cases the ocular lesions improved, 
and in none was there any permanent loss of vision. From 
the literature it appears established that the ocular com- 
plications responded to local or systemic corticosteroid 
drugs, but there is nothing to suggest that these drugs in- 
fluence the incidence of these complications. 

From the present series it is evident that the earlier 
prednisone is begun the better the result, and it is probably 
useless to use it after the first 10 days, except locally for the 
eye. The necessity for continuing treatment after early im- 
provement is shown in Case 6. 

Case 6.—A woman aged 68 was admitted to hospital with the 
story that 11 days before admission she had been talking over 
the fence to her next-door neighbour, who developed shingles on 
the following day. Five days later the patient experienced pain 
in the left forehead, and two days after that a rash appeared. 
Five days after the pain began she was admitted to hospital with 
her left eye closed by oedema and with a severe vesicular rash. 
Prednisone, 10 mg. six-hourly, was given for three days, and on 
the second day the eye was open, the rash was haemorrhagic, 
and she was free from pain. Prednisone was reduced gradually 


to 10 mg. daily by the ninth day of her stay in hospital, but she 
then complained of severe pain and her forehead looked swollen 


and red around the haemorrhagic rash. Full dosage of pred- 
nisone was resumed, and was continued for three days; a more 
gradual withdrawal then followed. The pain disappeared two 
days after recommencing prednisone, and she was discharged 
after 30 days. Ten months later she was well. 

It would be wrong to suggest that all our cases were 
severe ones, as zoster differs in its virulence of attack and 
people differ in their response to infection, but prednisone 
seemed to abort an attack of zoster in Case 13. 

Case 13.—A woman aged 76 was admitted to hospital for in- 
vestigation of anaemia. On her left-hand side in the next bed 
was a woman with a right ophthalmic zoster; a week later the 
patient complained of pain in the left side of her head, and next 
day developed a left ophthalmic herpes which was immediately 
treated with prednisone. The vesicles coalesced quickly into a 
haemorrhagic crusting and pain was minimal by the third day 
No fresh vesicles appeared, and although a little discharge was 
seen from the eye no conjunctivitis occurred. The rash was dry 
by the fifth day, when all oedema had disappeared; the crusts 
had completely separated on the eighth day of her illness. She 
was then entirely free from pain, showed hardly any scarring of 
the forehead at all, and had no sensory changes. She was re- 
examined 19 weeks later and had no complaints. There were 
four small scars of her illness present on the left side of her 
forehead and no anaesthesia between them. Her corneal 
response was normal. 

The course of this patient's illness differed from the usual 
pattern in that all stages were telescoped into a much shorter 
time than usual. 


Dangers of Treatment 


It is well known that the corticosteroid drugs are not 
without danger in their use, particularly in elderly patients. 

However, by the use of prednisone rather than cortisone, 
and by restricting the course of the treatment to a fortnight 
and keeping the dosage relatively low, no complications 
were encountered. We consider the use of antibiotics 
essential when using prednisone in these cases, as without 
them septicaemia might well be a complication of the 
secondary skin infection. One possible danger is that the 
treatment might produce a lowering of naturally produced 
cortisone for a while after the patient's discharge from hos- 
pital, so that during this time any further trouble in the 
damaged eye might produce a severe panophthalmitis. How- 
ever, this has not occurred in any of our cases, and pre- 
sumably this danger is largely theoretical. 


Summary 


Fifteen consecutive patients with ophthalmic zoster 
have been treated with prednisone and antibiotics. The 
results of treatment are compared with a similar group 
treated with prednisone in 1951. No conclusions regard- 
ing the efficacy of this treatment can be drawn owing to 
the small numbers treated, but in the prednisone group 
oedema was less, drying of the rash quicker, and scarring 
considerably reduced. Fresh vesicles did not appear 
after 24 hours of treatment, and herpetic pain was much 
less. 

No effect was found on the incidence of ophthalmic 
complications or of post-herpetic neuralgia. 
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MASSIVE HAEMATEMESIS IN A CHILD 
TREATED WITH PREDNISOLONE 


BY 


JOHN LORBER, M.D., M.R.C.P. 
Reader in Child Health, University of Sheffield ; Honorary 
Consulting Physician, Ash House Hospital School for 
Rheumatic Fever, Sheffield 


It is well known that gastro-duodenal complications not 
infrequently arise during treatment with corticosteroid 
compounds. Several cases of perforation and haemat- 
emesis have been reported in adults, and the incidence 
of such complications in patients treated for rheumatoid 
arthritis is said to be as high as 7.5% (Sandweiss, 1954 ; 
Bollet et al., 1955). The purpose of this communica- 
tion is to record the occurrence of a series of massive 
haematemeses in a child while receiving prednisolone 
for the treatment of rheumatic fever. 


Case History 


The patient, who was born in June, 1942, had her first 
attack of rheumatic fever in 1953 and was treated at home 
for five months. She then attended school irregularly for 
two years, during which period she was not really well and 
complained of shortness of breath. In October, 1955, pain 
and swelling of her ankles developed, followed by in- 
volvement of several other joints. She was put to bed in 
March, 1956. At the beginning of April she was seen at 
another hospital because of dyspnoea and inability to lie 
flat. Tachycardia and an enlarged heart with loud apical 
systolic and diastolic murmurs were present, but there was 
no involvement of the joints at the time. She had pyorrhoea, 
her sedimentation rate was 40 mm. in one hour (Wester- 
gren), and a throat swab grew 8-haemolytic streptococci. A 
radiograph of the chest showed enlargement of the heart. 
After oral penicillin for three weeks her throat swab was 
clear of streptococci. 

On May 19 she was admitted to the Rheumatic Fever 
Hospital School at Sheffield with a view to prolonged con- 
valescent care. On admission she was a_ well-nourished, 
well-developed girl of nearly 14 years of age. She had a 
tachycardia with a sleeping pulse rate of 86-96 a minute. 
Her heart was clinically and radiologically enlarged, and 
loud systolic and diastolic mitral murmurs were heard. At 
this stage there was no evidence of an aortic valvular 
lesion. She had several badly carious teeth and her E.S.R. 
was 49 mm. in one hour. 

Four carious teeth were removed under general anaesthesia 
and intramuscular penicillin cover, and thereafter 125 mg. 
of phenoxymethyl penicillin was given twice daily to pre- 
vent streptococcal infection. During the next 19 weeks there 
was evidence of a smouldering rheumatic activity and she 
was kept in bed. Her E.S.R. was persistently high, varying 
from 28 to 52 mm. in one hour. During this period a soft 
aortic diastolic murmur gradually developed, her apical 
systolic murmur became louder, and there was a systolic 
thrill. 

In view of these developments treatment was started on 
October 5 with predisolone and salicylates. Her E.S.R. was 
38 mm. Treatment consisted of prednisolone by mouth, 
20 mg. three times daily for three days, followed by 10 mg. 
four times daily for 11 days, three times daily for 14 days, 
and twice daily for a further 35 days, together with “ dis- 
prin,” 10 gr. (0.65 g.) three times daily, and potassium 
chloride, 2 g. once daily. Her condition was very good 
during this period ; the apical systolic murmur became less 
loud, the thrill was no longer palpable, and the apical 
diastolic murmur became inaudible. Her E.S.R. returned to 
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normal on the 14th day of treatment, but it rose again three 
weeks later without any apparent cause. 

Nine weeks after the beginning of treatment the E.S.R. 
rose to 31 mm. and she complained of mild abdominal pain. 
For fear of masking an acute inflammatory condition— 
for example, appendicitis—prednisolone treatment was dis- 
continued. No complicating illnesses were found while 
she was off treatment, and as the pain disappeared but the 
E.S.R. remained high prednisolone was started again a week 
later in a dose of 40 mg. daily. Mild abdominal pain re- 
turned, but she had no abdominal tenderness or guarding and 
no fever. Her urine was normal. This slight discomfort 
continued and her E.S.R. remained high (22-30 mm.) without 
an apparent cause. 

On January 18, 1957, an unexpected major haematemesis 
occurred. She vomited about | pint (570 ml.) of bright red 
blood. As the haematemesis might have been due to either 
the prednisolone or the disprin, both these drugs were dis- 
continued. Nevertheless a further major haematemesis 
occurred two days later, to be followed by seven major 
haematemeses in the next eight days. Several melaena stools 
were passed during this period. Almost continuous blood 
transfusions were given—a total of 17 pints (9.6 litres)}—either 
as whole blood or in the form of packed cells (after the 
bleeding had been arrested). As the bleeding continued for 
so long, an emergency gastrectomy was contemplated, but as 
a last measure the procedure suggested by Brandon (1956) 
was adopted. The stomach was washed out with normal 
saline and 15 ml. of 1 in 1,000 dilution of adrenaline was 
left in it after the washout. The procedure was repeated 
one hour later, and 4 ml. of “stypven” was left in her 
stomach along with 5 ml. of adrenaline. Her general con- 
dition greatly improved and she had no further haemat- 
emesis. Her last melaena stool was passed two days later. 

Since then progress has been uneventful so far as her 
gastric condition is concerned, but her E.S.R. was still 
40 mm. in one hour on February 21. A barium-meal ex- 
amination on March 18 showed no evidence of gastric or 
duodenal ulcer, and her haemoglobin on that day was 10.5 g. 
per 100 ml. 


Discussion 


Haematemesis in children is a rare complication even dur- 
ing prolonged treatment with cortisone or its derivatives. 
During the past few years we have given cortisone or its 
derivatives to 80 children with rheumatic fever in the 
Children’s Hospital and Rheumatic Fever Hospital School, 
and to many others with such conditions as the nephrotic 
syndrome, adrenocortical hyperplasia, and leukaemia, but 
we have not encountered gastro-intestinal complications in 
any other child. In a series of 340 children treated for a 
variety of conditions Good er al. (1957) observed two 
children, aged 2 years, who developed gastro-intestinal bleed- 
ing on the 10th day of treatment for the nephrotic syndrome 
with metacortisone. Goldberg (1954) reported the occurrence 
of peptic ulcer in a boy of 64} on cortisone treatment for the 
adreno-genital syndrome, and Busby ef al. (1952) observed 
a bleeding gastric ulcer in a boy of 12 after he received treat- 
ment with corticotrophin and cortisone for rheumatic fever. 

It therefore seems that, although these complications are 
rare in children, it might be of advantage to combine 
routine antacid treatment with cortisone or prednisolone 
therapy as suggested by Boland (1956). 


I thank Dr. A. C. Blandy, who kindly referred this child for 
treatment. 
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Medical Memoranda 


Thrombosis of Internal Carotid Artery after 
Soft-palate Injury 

Thrombosis of the carotid vessels in the neck following 
external injury is well recognized. It may occur with pene- 
trating injuries, and numerous examples of this condition 
were reported from both world wars (Makins, 1919 ; Cald- 
well and Hadden, 1948: Lawrence ef al., 1948). It may 
also occur, though less commonly, with non-penetrating 
injuries to the neck (Verneuil, 1872 ; Greco, 1935; North- 
croft and Morgan, 1944 ; Schneider and Lemmen, 1952). 

An even less common mechanism is damage to the internal 
carotid artery, as it lies close to the tonsillar bed, following 
a penetrating injury of the soft palate. This is particularly 
likely to happen to small children who fall while carrying 
pencils or other pointed objects around in their mouths. 
The first report of such a case was made by Caldwell (1936). 
His patient, a boy of 16, received a penetrating injury to 
his soft palate following a fall on to a hedge. After a few 
hours he became drowsy and dysphasic, and within 10 hours 
had developed a right hemiplegia, He gradually lapsed into 
coma and died six days later. At necropsy the left internal 
carotid artery contained a well-formed thrombus which ex- 
tended from the cervical portion of the artery into the 
cranial portion and on into the middle cerebral and Sylvian 
arteries. The left cerebral hemisphere was softer than the 
right, and on section a haemorrhagic infarct was found in 
its central portion. 

No further reference was made to this condition until 
1956, when Braudo reported three cases, all in children 
under 5, in which an injury to the soft palate or the faucial 
pillar was followed after an interval of a few hours to two 
days by contralateral hemiplegia and other signs of cerebral 
damage. The children all recovered, but were left with a 
slight physical disability. Although the diagnosis was not 
established by angiography, there can be little doubt that 
the mechanism of the cerebral damage was injury to the 
adjacent internal carotid artery. 

A further case is reported here in which a relatively slight 
injury to the soft palate resulted in thrombosis of the 
internal carotid artery. The patient died 30 hours after 
receiving the injury. This is therefore the second recorded 
case of death following such an injury. 


Case Report 

The patient, a previously healthy boy of | year 10 months, 
was brought to the casualty department of Harold Wood 
Hospital at 3.20 p.m. on May 24, 1956. His foster-mother 
stated that he had been running about with a blunt un- 
sharpened pencil in his mouth at midday, when he fell and 
the pencil injured the back of his mouth. He was never 
unconscious, but he vomited twice, the vomitus containing 
streaks of fresh blood. 

On examination he was fully conscious and showed no 
signs of shock. There was a small transverse laceration. 
about | cm, in length, of the posterior part of the soft palate 
on the left. 

He was taken to the theatre at 4.45 p.m., for repair of 
the laceration. Induction of anaesthesia took a considerable 
time because he vomited, but there was no cyanosis either 
during the induction or during the operation. The wound 
in the soft palate was found to involve the mucosa and the 
muscle, but it had not penetrated the mucosa on the superior 
surface of the palate. There was no undue haemorrhage 
from the wound. Repair was carried out with interrupted 
catgut sutures. 

The child took some time to come round from the anaes- 
thetic and had a good deal of inspiratory stridor, which sub- 
sided by midnight. At 8.30 next morning he woke up and 
appeared to be fairly normal. He accepted a drink, but cried 
a good deal and seemed to be rather restless. He went to 
sleep after about 30 minutes. At 10.30 a.m. it was found 
that he could not be roused. He responded to painful stimuli 
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by restless purposeless movements of his limbs. The left 
pupil was widely dilated and did not react to light. There 
was increased tone in the right arm and leg, and the tendon 
reflexes on that side were exaggerated. 

I saw him at 2 p.m. on May 25, 26 hours after his injury. 
He was unconscious, but responded to painful stimuli by 
thrashing purposeless movements of his limbs, the right limbs 
moving less well than the left. He made no sound. There 
was no neck stiffmess and the fundi were normal. The left 
pupil was widely dilated and showed no reaction to light. 
The right pupil was small and reacted sluggishly to light. 
There was no facial asymmetry. The right limbs were held 
in a position of extension with a marked continuous increase 
in tone. The tone of the left limbs was normal. The tendon 
reflexes were all brisk, those on the right side of the body 
being brisker than those on the left. Both plantar responses 
were up-going. Painful stimuli were resented more on the 
left side of the body than on the right. The child showed 
some inspiratory stridor, but there was no cyanosis. Normal 
carotid pulsation could be felt on both sides of the neck. 

A presumptive diagnosis of thrombosis of the left internal 
carotid artery following a penetrating injury of the soft 
palate was made. The child was transferred to Oldchurch 
Hospital for angiography. On arrival at 3.15 p.m. his condi- 
tion had deteriorated. He was in deep coma and showed 
practically no response to painful stimuli. The right pupil 
was now moderately dilated. The left limbs showed a ten- 
dency to be held in rigid extension. 

A left carotid angiogram was done within half an hour 
of admission. This showed complete occlusion of the left 
internal carotid artery at a point 2 cm. above the bifurcation 
of the left common carotid artery. The left external carotid 
artery was patent. 

The child’s condition continued to deteriorate, and at 
5 p.m. spontaneous respiration ceased. Artificial respiration 
was instituted, but he failed to respond to all resuscitative 
measures, including intravenous sucrose, and died at 6 p.m. 

Post-mortem Examination.—The thrombosis of the in- 
ternal carotid artery extended upwards from the site of the 
injury into the whole of the intracranial course of the artery. 
The middle cerebral, anterior cerebral, and posterior com- 
municating arteries were completely occluded by thrombus. 
The whole brain was swollen, particularly the left cerebral 
hemisphere. There was extensive softening of the central 
part of the left cerebral hemisphere, with involvement of the 
basal ganglia. 


COMMENT 

The immediate cause of death in this case was an acute 
rise of intracranial pressure associated with ischaemic 
damage to the left cerebral hemisphere. The severity of 
this damage was related to the wide propagation of the 
thrombus from the site of injury in the neck to the left half 
of the circle of Willis and its main branches. 

Propagation of thrombus into the cerebral vessels follow- 
ing injury to the carotid vessels in the neck has been fre- 
quently observed. Experience in both world wars (Makins. 
1919 ; Caldwell and Hadden, 1948 ; Lawrence er al., 1948) 
shows that it is often, though not necessarily, found in fatal 
gunshot wounds of the neck involving the carotid vessels. 
It was present in the cases of thrombosis of the carotid 
vessels due to non-penetrating injuries to the neck described 
by Verneuil (1872), Greco (1935), Northcroft and Morgan 
(1944), and Schneider and Lemmen (1952). It was also a 
feature of the case described by Caldwell (1936), in which 
thrombosis of the internal carotid artery followed an injury 
of the soft palate. According to Schorstein (1940) it is not 
found in subjects who have died following ligation of the 
carotid vessels in the neck for bleeding intracranial 
aneurysms. 

It must therefore be regarded as a particular and dangerous 
hazard of traumatic lesions of the carotid vessels in the 
neck whatever the precise mechanism of injury. It may 
well be that the favourable outcome of Braudo’s three cases 
was due to the absence of this complication. 

It would appear important to recognize the possible 
dangers associated with the type of injury to the soft palate 
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FURTHER RESEARCH has now been done into the irritant effects of aspirin upon 
the gastric mucosa. A detailed report on this work appears under the heading 
“Aspirin and Ulcer” in the B.M.J., July 2, 1955. 


The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: “ In 
conclusion it is suggested that aspirin should 
never be given to patients with peptic ulcera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an 
instruction should be given a prominent 
place in peptic ulcer advice charts, usually in 
place of much that could be safely left out. 
Some of these patients took aspirin on a full 
stomach only in powder form, with serious 


results, and, although this method almost 
certainly mitigates its irritant effects, it does 
not guarantee immunity. Calcium aspirin does 
not have this irritant action unless it has de- 
teriorated through standing, and it can be 
used with impunity, especially if prescribed in 
soluble form. This simple measure would, in 
our opinion, cut down significantly the inci- 
dence of haematemesis and exacerbations of 
ulcer symptoms.” 
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described above. Patients who have sustained such an injury 
should be kept under observation for a few days. At the 
first sign of any neurological involvement, anticoagulant 
treatment should be instituted with a view to limiting the 
spread of the thrombus. 


BERNARD FAIRBURN, M.B., F.R.C.S., D.A., 
Consultant Neurosurgeon, Oldchurch Hospital, Romford, Essex. 
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General Anaesthesia as an Aid to Therapeutic 
Hypothermia 


One of the possible complications of a severe head injury 
is diffuse cerebral contusion and oedema. This swelling of 
the intracranial contents produces raised tension and conse- 
quent interference with the blood supply of the cerebral 
tissues, and also leads to compression of the reticular system 
and other mid-brain structures, with resulting unconscious- 
ness and decerebrate rigidity. 

If the patient can be kept alive until cerebral oedema has 
settled, the prognosis is often excellent, and to this end hypo- 
thermia has proved its usefulness (Sedzimir er al., 1955; 
Rowbotham ef al., 1957). At a lower body temperature not 
only is the volume of the intracranial contents reduced (Roso- 
moff and Gilbert, 1955) but the cerebral oxygen requirements 
are lowered as well (Bering ef al., 1956). Most patients of 
this kind can be cooled satisfactorily by surface application 
of ice-bags, together with chlorpromazine and levorphanol 
(“dromoran™) to control shivering. There are, however, 
occasional cases in which hypothermia may be life-saving, 
but which cannot safely be kept cool in this way on account 
of persistent shivering and violent objection to the presence 
of ice-bags. It may, in fact, be impossible to bring the 
temperature down at all. Tachyphylaxis is likely to develop 
with chlorpromazine, and there is a limit to the safe dose 
of levorphanol even when levallorphan is used to counteract 
respiratory depression. 

It was shown by Dundee ef al. (1953) that general anaes- 
thesia alone is no less effective than the “lytic cocktail ” 
in producing hypothermia, and light nitrous oxide anaes- 
thesia was soon being used as an aid to the prevention of 
shivering (Dundee ef al., 1954). Its effectiveness for thera- 
peutic purposes is well illustrated by the following case. 


Case REPORT 


The patient, a boy of 12, was transferred to the Liverpool 
Neurosurgical Unit the day after sustaining a head injury 
on the road outside his home. He had not been unconscious 
at the time and had not presented any localizing signs, but 
he had been bleeding from the right ear and had an obvious 
fracture of the clavicle, During the day following the 
injury he had become more drowsy, both plantar responses 
had become extensor, and he had become spastic in all 
limbs ; the temperature had risen to 101° F. (38.3° C.) and 
hyperventilation had started. 

As soon as he arrived in the neurosurgical unit a right 
subtemporal decompression was carried out. There were 
several large fragments of fractured bone, a large subgaleal 
haematoma, and a small extradural haematoma. The dura 
was opened widely and contused brain bulged through. 
While he was still receiving nitrous oxide his temperature 
was brought down to 90° F. (32.2° C.) with ice-bags and 
chlorpromazine ; but when he was back in bed, without 
anaesthesia, he shivered violently in spite of repeated chlor- 
promazine and levorphanol. Two days later he was still in 
light coma and his chest contained copious secretion. A 
tracheotomy was performed, preceded by bronchoscopy and 
suction, and ice was applied again. However, by the same 
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evening his condition had deteriorated greatly ; he was in 
decerebrate rigidity, the right pupil was widely dilated, and 
his temperature was 100° F. (37.8° C.) in spite of attempts 
to induce hypothermia. 

The prognosis seemed hopeless, but since it had been fairly 
easy to produce cooling during the previous anaesthesia it 
was decided to make a second attempt. As the tracheotomy 
opening would not admit a tube large enough for a long 
anaesthesia he was intubated orally with an uncuffed 
armoured endotracheal tube. Through this, connected to a 
T-piece arrangement, he was kept asleep for 24 hours with 
nitrous oxide and oxygen and occasional supplements of 
ether. With the aid of ice-bags the temperature was brought 
from 101.4° F. (38.6° C.) to 93° F. (33.9° C.) during the first 
hour of the anaesthesia, without any shivering ; the hyro- 
thermia was easily maintained and a steady state was estab- 
lished at a level of 87.5-91° F. (30.8-32.8° C.) for 16 hours. 

All spasticity disappeared, and although the patient still 
responded to painful stimuli the response was no longer 
extensor but was a purposeful withdrawal. The general 
condition gave rise to no concern at any time, the systolic 
blood pressure varied between 90 and 125 mm. Hg, the chest 
remained dry, with good air entry to all zones, and there 
was no significant change in the clotting-time or the white- 
cell count. Spontaneous respiration was permitted through- 
out. 

By the end of the 24 hours the temperature had been 
allowed to rise to 96° F. (35.6° C.), and as soon as the nitrous 
oxide was discontinued shivering recommenced. All the 
previous difficulty in maintaining a steady level of hypo- 
thermia was again encountered, and in spite of the tracheo- 
tomy being re-established secretion accumulated in the chest 
within 11 hours, It was a further 12 days before the hypo- 
thermia was permanently discontinued and the tracheotomy 
allowed to close. One month after the injury the patient 
was moving all limbs, obeying directions, and constructing 
simple sentences ; after a further month he went home. He 
had a moderate left facial weakness which was improving, 
and slight weakness of the left arm ; his right pupil was still 
slightly larger than the left. Apart from this he was a 
normal boy, gaining weight and walking well, and he talked 
and answered questions extremely intelligently. 


COMMENT 


The consequences of allowing secretion to accumulate in 
the chest may have been sufficient to increase the degree of 
cerebral oedema to a critical level in, this borderline case. 
Without anaesthesia at this stage it would have been impos- 
sible to establish an effective hypothermia, and without this 
the child would have died. There are possible dangers from 
prolonged inhalation either of nitrous oxide (Lassen ef al., 
1956) or of 100% oxygen (Comroe and Dripps, 1950), 
although the effect of hypothermia in this connexion is 
probably unknown. Perhaps for anaesthesia extending over 
several days the best, and cheapest, alternative would be a 
suitable mixture of compressed air and oxygen with minimal 
ether. 

A bronchoscopy was carried out two days after the anaes- 
thesia in this case, and there was no evidence of damage to 
the larynx or trachea after 24 hours’ intubation. 


I thank Mr. R. H. Hannah for permission to publish the 
report of his case, Dr. Doreen Jacobs, who was responsible for 
most of its management, and Dr. C. G. Lloyd for his assistance. 

ParkHouse, M.D., F.F.A. R.C.S., D.A., 
Senior Anaesthetic Registrar, Walton Hospital, Liverpool. 
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described above. Patients who have sustained such an injury 
should be kept under observation for a few days. At the 
first sign of any neurological involvement, anticoagulant 
treatment should be instituted with a view to limiting the 
spread of the thrombus. 
BERNARD FAIRBURN, M.B., F.R.C.S., D.A.. 
Consultant Neurosurgeon, Oldchurch Hospital, Romford, Essex. 
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One of the possible complications of a severe head injury 
is diffuse cerebral contusion and oedema. This swelling of 
the intracranial contents produces raised tension and conse- 
quent interference with the blood supply of the cerebral 
tissues, and also leads to compression of the reticular system 
and other mid-brain structures, with resulting unconscious- 
ness and decerebrate rigidity. 

If the patient can be kept alive until cerebral oedema has 
settled, the prognosis is often excellent, and to this end hypo- 
thermia has proved its usefulness (Sedzimir er al., 1955; 
Rowbotham ef al., 1957). At a lower body temperature not 
only is the volume of the intracranial contents reduced (Roso- 
moff and Gilbert, 1955) but the cerebral oxygen requirements 
are lowered as well (Bering et al., 1956). Most patients of 
this kind can be cooled satisfactorily by surface application 
of ice-bags, together with chlorpromazine and levorphanol 
(“dromoran”™) to control shivering. There are, however, 
occasional cases in which hypothermia may be life-saving, 
but which cannot safely be kept cool in this way on account 
of persistent shivering and violent objection to the presence 
of ice-bags. It may, in fact, be impossible to bring the 
temperature down at all. Tachyphylaxis is likely to develop 
with chlorpromazine, and there is a limit to the safe dose 
of levorphanol even when levallorphan is used to counteract 
respiratory depression. 

It was shown by Dundee ef al. (1953) that general anaes- 
thesia alone is no less effective than the “lytic cocktail ” 
in producing hypothermia, and light nitrous oxide anaes- 
thesia was soon being used as an aid to the prevention of 
shivering (Dundee ef al., 1954). Its effectiveness for thera- 
peutic purposes is well illustrated by the following case. 


Case REPORT 


The patient, a boy of 12, was transferred to the Liverpool 
Neurosurgical Unit the day after sustaining a head injury 
on the road outside his home. He had not been unconscious 
at the time and had not presented any localizing signs, but 
he had been bleeding from the right ear and had an obvious 
fracture of the clavicle. During the day following the 
injury he had become more drowsy, both plantar responses 
had become extensor, and he had become spastic in all 
limbs ; the temperature had risen to 101° F. (38.3° C.) and 
hyperventilation had started. 

As soon as he arrived in the neurosurgical unit a right 
subtemporal decompression was carried out. There were 
several large fragments of fractured bone, a large subgaleal 
haematoma, and a small extradural haematoma. The dura 
was opened widely and contused brain bulged through. 
While he was still receiving nitrous oxide his temperature 
was brought down to 90° F. (32.2° C.) with ice-bags and 
chlorpromazine ; but when he was back in bed, without 
anaesthesia, he shivered violently in spite of repeated chlor- 
promazine and levorphanol. Two days later he was still in 
light coma and his chest contained copious secretion. A 
tracheotomy was performed, preceded by bronchoscopy and 
suction, and ice was applied again. However, by the same 
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evening his condition had deteriorated greatly ; he was in 
decerebrate rigidity, the right pupil was widely dilated, and 
his temperature was 100° F. (37.8° C.) in spite of attempts 
to induce hypothermia. 

The prognosis seemed hopeless, but since it had been fairly 
easy to produce cooling during the previous anaesthesia it 
was decided to make a second attempt. As the tracheotomy 
opening would not admit a tube large enough for a long 
anaesthesia he was intubated orally with an uncuffed 
armoured endotracheal tube. Through this, connected to a 
T-piece arrangement, he was kept asleep for 24 hours with 
nitrous oxide and oxygen and occasional supplements of 
ether. With the aid of ice-bags the temperature was brought 
from 101.4° F. (38.6° C.) to 93° F. (33.9° C.) during the first 
hour of the anaesthesia, without any shivering ; the hyro- 
thermia was easily maintained and a steady state was estab- 
lished at a level of 87.5-91° F. (30.8-32.8° C.) for 16 hours. 

All spasticity disappeared, and although the patient still 
responded to painful stimuli the response was no longer 
extensor but was a purposeful withdrawal. The general 
condition gave rise to no concern at any time, the systolic 
blood pressure varied between 90 and 125 mm. Hg, the chest 
remained dry, with good air entry to all zones, and there 
was no significant change in the clotting-time or the white- 
cell count. Spontaneous respiration was permitted through- 
out. 

By the end of the 24 hours the temperature had been 
allowed to rise to 96° F. (35.6° C.), and as soon as the nitrous 
oxide was discontinued shivering recommenced. All the 
previous difficulty in maintaining a steady level of hypo- 
thermia was again encountered, and in spite of the tracheo- 
tomy being re-established secretion accumulated in the chest 
within 11 hours. It was a further 12 days before the hypo- 
thermia was permanently discontinued and the tracheotomy 
allowed to close. One month after the injury the patient 
was moving all limbs, obeying directions, and constructing 
simple sentences ; after a further month he went home. He 
had a moderate left facial weakness which was improving, 
and slight weakness of the left arm ; his right pupil was still 
slightly larger than the left. Apart from this he was a 
normal boy, gaining weight and walking well, and he talked 
and answered questions extremely intelligently. 


COMMENT 


The consequences of allowing secretion to accumulate in 
the chest may have been sufficient to increase the degree of 
cerebral oedema to a critical level in, this borderline case. 
Without anaesthesia at this stage it would have been impos- 
sible to establish an effective hypothermia, and without this 
the child would have died. There are possible dangers from 
prolonged inhalation either of nitrous oxide (Lassen ef al., 
1956) or of 100% oxygen (Comroe and Dripps, 1950), 
although the effect of hypothermia in this connexion is 
probably unknown. Perhaps for anaesthesia extending over 
several days the best, and cheapest, alternative would be a 
suitable mixture of compressed air and oxygen with minimal 
ether. 

A bronchoscopy was carried out two days after the anaes- 
thesia in this case, and there was no evidence of damage to 
the larynx or trachea after 24 hours’ intubation. 


I thank Mr. R. H. Hannah for permission to publish the 
report of his case, Dr. Doreen Jacobs, who was responsible for 
most of its management, and Dr. C. G. Lloyd for his assistance. 


James ParkHouse, M.D., F.F.A.R.C.S., D.A., 
Senior Anaesthetic Registrar, Walton Hospital, Liverpool. 
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THE ART OF PSYCHOTHERAPY 


The Doctor, His Patient, and the Illness. By Michael Balint, 

M.D. (Pp. 355+x; 40s.) London: Pitman Medical Pub- 

lishing Co. Ltd. 1957. 
Dr. Balint suggests that at least 25%, of the patients seen by 
the general practitioner need psychiatric help. At present 
he tells us that to obtain psychotherapy for the adult under 
the National Health Service is nearly as difficult as winning 
a football pool. The real need can only be met either by a 
vas increase in the psychiatric services or by teaching the 
general practitioner how to deal with such problems himself. 
The book is a stimulating demonstration of the latter course. 

It is possible to learn the art of psychotherapy individually 
by methods of trial and error. It is a hard road and few are 
bold enough to attempt it. Not everyone has the aptitude 
for this type of work, but Dr. Balint has shown that it is 
possible to choose suitable candidates. He has demonstrated 
that the art can be acquired comparatively easily and safely, 
and without disruption of everyday practice, by his group 
method. The seminar takes up two or three hours a week 
for a year or more—a small price to pay for the acquisition 
of such a useful skill. Not only does the doctor learn how 
to tackle the psychiatric problems of his practice, but he 
learns his own “blind spots” and he is himself likely to 
undergo “a limited though considerable change in person- 
ality.” The seminar was liberal in criticism and advice to 
members describing their cases, but in the long run the 
therapist himself had to make decisions and deal with his 
patient accordingly. Remarkable recoveries took place in 
many patients, who were helped to a much more healthy 
and mature outlook on life. It might be pointed out that all 
the psychiatric problems in general practice are not so in- 
volved, and the inclusion of a few simpler case records would 
encourage readers who are interested but reluctant to take 
the plunge. 

The author's style could be improved. It is irritating to 
the reader to be told no fewer than 12 times in the early 
chapters, “ We will come back to this problem later.” All 
through there are too many cross-references for easy reading. 
The problem of time for such treatment is a very real one 
and deserves more attention. These are, however, small 
criticisms in a book which is full of wisdom. It is a bold 
attempt at the enrichment of general practice by a consultant 
who has the interest of both the patient and the general 
practitioner before him. It is to be hoped that this book 
will be widely read by general practitioners and psychiatrists, 
and that the methods initiated at the Tavistock Clinic will 
be tried in other centres up and down the country, so that 
doctors outside the Metropolis may have the opportunity 
to learn the art of psychotherapy. Se ee 


CLINICAL ORTHOPAEDICS 


Clinical Orthopaedics—No. 8. Editor-in-Chief: Anthony F. 
DePulma. With the assistance of the Associate Editors, the 
Board of Advisory Editors, and the Board of Corresponding 
Editors. (Pp. 337+xi; illustrated. Single copies 60s.; sub- 
scription price 48s.) Philadelphia and Montreal: J. B. 
Lippincott Company. London: Pitman Medical Publishing 
Co, Lad 1956. 
Charles Goff (Yale), who writes a note on Louis Bauer, a 
pioneer of American orthopaedics and professor of surgery 
at St. Louis in 1869, points out that orthopaedic surgery 
benefits as much as any branch of medicine from research 
into disorders of a hereditary nature, as endoskeletal systems 
are more easy to study. This is in an introduction to a 
number of original monographs on congenital anomalies 
and mutation rates with clinical and genetic considerations. 
It is thought that study should continue on the lines that 
hereditary, embryonic, and intrauterine factors may be 
concerned in malformations and diseases. There is no com- 


mentary linking up the essays, which include the usual sub- 
jects of congenital dislocation of the hip, anomalies of hand 
and foot, and abnormalities of neural arch and lumbar cord. 
Winnett Orr reviews the work on heredity as a factor in 
malignancy and reminds us that there is a “science of the 
bedside ” as well as a “science of the laboratory.” In the 
section of general orthopaedics the comprehensive chapter 
on haemophilic arthropathy by DePalma and Cotler attracts 
attention. An anatomical study of the knee by Giorgi and a 
practical chapter on neurogenic arthritis and arthrodesis of 
the knee by Wiseman will be read with interest. The 
motorist comes in for his share of attention in Section III. 
The crash-impact engineering is studied from several aspects 
little known to the medical man. A subsequent volume 
will deal with the psychosomatic mechanical factors in 
accident prevention. The editor points out that the study of 
causation and prevention of accidents necessitates considera- 
tion of the interactions between host (rider), agent (vehicle), 
and environment (highway). In this section of the book 
there is much interesting matter in the engineering problems 
of the host-agent relation. The volume is illustrated with 
reproductions from excellent drawings and photographs. 


Sr. J. D. Buxton. 


VENOMS 

Venoms. Papers presented at the Ist international confer- 

ence on venoms, December, 1954. Edited by Eleanor E. 

Buckley and Nandor Porges. (Pp. 467+xii; illustrated. 

86s.) Washington: American Association for the Advance- 

—_ of Science. London: Bailey Bros. and Swinfen Ltd. 
The varied scope of the sixty-one papers presented in this 
volume reflects the growing interest in a subject concerning 
which “ many intricate problems remain to be solved.” The 
first three papers are introductory and cover the history of 
the subject as a whole, the nature of the specific problems 
involved in investigations of snake venom, and a brief but 
valuable résumé of the toxic marine organisms. Next come 
accounts of the laboratory examination of venoms of dif- 
ferent kinds of fish, toads, insects, spiders, and scorpions. 
Treatment and the clinical signs and symptoms are dealt 
with in interesting detail. Of particular interest is an 
account of the investigation of Brazilian scorpion venom 
using the electrophoretic technique and a paper evaluating 
current therapy for sting-ray injury. The method of pre- 
paring anti-scorpion serum at the Pasteur Institute, Algiers, 
is described and stress laid on the good results attendant 
on its use in North Africa. Nothing is said of the method 
of distributing the serum in an area notorious for its poor 
communications, nor is there any reference in this or other 
papers on scorpion sting to an empirical remedy, emetine 
hydrochloride, which has found favour recently in Nigeria. 

Accounts of the analysis of snake venoms by various tech- 
niques and of the treatment of snake bite occupy some two- 
thirds of the volume, in a series of papers too specific for 
separate reference in a review. There is general unanimity 
on the need for care in the use of antivenins and of the 
need to avoid producing, by treatment, a trauma more 
serious than that caused by the actual bite. The papers 
are well documented and the index tested at random was 
found to be satisfactory. This is a publication that can be 
recommended with confidence to both research workers and 
clinicians, and a place should be found for it in medical 
schoo! libraries. 


C. A. BoZzMAN. 

INSTINCT IN MAN 
Instinct in Man in the Light of Recent Work in Comparative 
Psychology. By Ronald Fletcher, B.A.. Ph.D. (Pp. 348. 


40s.) London: George Allen and Unwin Lid. 1957. 
The problem of instinct is such an important one in psycho- 
logy and psychiatry that a good review of the evidence 
would be most welcome. The present book, alas, does 
little to fill the gap. It is a Ph.D. thesis with all the tradi- 
tional faults of such a thesis when made into a book. The 
emphasis is largely on the examination of topics which have 
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little meaning to modern experimentalists, and semantic solu- 
tions take precedence over detailed factual reorganizations. 
It needs only a look at the very short bibliography, much of 
which is devoted to Freud’s writings, to see how little in 
touch the author is with modern work in psychology. Lloyd 
Morgan is there, but Hebb is not ; McDougall is there, but 
not Hull ; Hobhouse, but not Beach. The 1910 Symposium 
on Instinct and Intelligence is quoted, but not the Nebraska 
Symposium on Motivation. It no doubt makes it easier to 
write a book like this if most of the facts are omitted, but 
it does not help the reader to gain an appreciation of current 
issues. To those who wish to have a convenient source 
book on the state of the field as it was 30 years ago, with 
particular emphasis on psycho-analytic speculations, this book 
may be useful. It is difficult to see that it has any other 


value. 
— H. J. Eysencx. 
THYROID HORMONES 
Ciba Fi dation Colloq on Endocrinology. Volume 10 


—Regulation and Mode of Action of Thyroid Hormones. 
Edited for the Ciba Foundation by G. E. W. Wolstenholme, 
O.B.E., M.A., -B., B.Ch., and Elaine C. P. Millar, 
A.H.-W.C. AR.LC. (Pp. 311+xii; illustrated. 48s.) 
London: J. and A. Churchill Ltd. 1957. 
This book is a record of a Ciba symposium held in 1956 
under the distinguished chairmanship of Mrs. Pitt-Rivers. In 
few of the subjects discussed was any certainty achieved, 
and in not many was there unanimity of opinion. Sir Charles 
Harington in his final summing-up said : “ The complexity 
of the situation grows with the new facts that are revealed ; 
even so far as the nature of the thyroid hormone itself 
is concerned we are forced into the position that we must 
think of not one hormone, but of a family of hormones, 
and a family that grows with alarming speed. When we 
think of the regulation of the thyroid hormone we find that 
the simple feed-back mechanism of the mutual thyroid- 
anterior pituitary control is totally inadequate to account 
for the regulation process as it must exist in the intact 
body.” The clinician interested in the function of the thyroid 
will find here no solutions to his problems, but he will, if 
he is industrious, discover many experimental facts and 
some speculative notions to correlate with his own observa- 
tions. The reader’s labour would have been somewhat 
diminished if each contributor had been asked to sum- 
marize succinctly his conclusions. One feature of thyroid 
function to which increasing attention is being paid in the 
laboratory, as judged by these collected papers, is the nature 
of the action of the thyroid hormones in the peripheral 
tissues ; but the synthesis of the hormones and the regulation 
of their production are also fully discussed by many con- 


tributors. D. V. Huse. 


PAEDIATRIC SURGERY 


Lehrbuch der Kinderchirurgie. By M. Grob. (Pp. 755; 
oo D.M. 157.) Stuttgart: Georg Thieme Verlag. 
195 


This is the third textbook of paediatric surgery published 
since the war. After an American book written by Gross 
and a French one by Duhamel, we now have one from 
Switzerland written in German. These publications reflect 
the growing interest in the surgery of childhood. This new 
book is a volume of some size and in many ways superior 
to the other two publications ; it deals with the whole field 
of surgery of childhood and covers a wide range of subjects. 
Apart from abdominal and genito-urinary surgery, large 
chapters on chest and especially cardiac surgery, plastic 
surgery, neurosurgery, and orthopaedic surgery are included. 

Dr. Grob is obviously a general paediatric surgeon in 
the truest sense of the word. The fact that in every one of 
the so-called specialties which he covers he has made origi- 
nal and valuable contributions gives this volume its special 
interest. During the war years Switzerland was practically 
cut off from the Western world, and in such a small country 
this must have produced a certain “insularity” in medical 
outlook. Nevertheless Dr. Grob shows that he is well 


acquainted with current practice and developments in paedi- 
atric surgical practice in Anglo-Saxon countries, though he 
does not mention some well-established procedures—for 
instance, the Denis Browne operation for hypospadias. 
These are, however, small faults in an outstanding book 
which reflects the high standing of the Zurich school of 
paediatrics and paediatric surgery. The description of the 
various subjects is masterly, and the treatment is always 
based on common sense and personal experience. The 
operative mortality of some of the more severe conditions is 
perhaps not quite as low as in the Anglo-Saxon countries. 
This may be due to the relatively slow advances in anaes- 
thesia in Switzerland ; the short section on anaesthesia is per- 
haps the weakest part of the book. 

The production is most lavish, which may account for the 
high price. There is a wealth of excellent illustrations, both 
drawings and photographs, the large number of colour 
photographs being of a particularly high standard. 


P. P. RICKHAM. 


A SURGICAL PIONEER 


Macewen of Glasgow: A Recollection of the Chief. B 
Charles Duguid, A. -B., Ch.B., F.R.F.P.S.(Glas.), 
F.R.A.CS. (Pp. Si. %s. 6d.) Edinburgh and London: 
Oliver and Boyd. 1957. 
On one occasion when his house-surgeon asked Sir William 
Macewen why he did not write a manual on surgery he 
replied : “ Well, you see, I am not a good collaborator. I 
should have to write the book myself, and before it was 
finished the first part would be out of date.” Charles Duguid 
was the house-surgeon who elicited that characteristic reply, 
which at least proved that Macewen knew one of his own 
failings. But what an epoch would have been marked if 
such a textbook had been written, for to all those who have 
read and studied his writings Macewen was the outstanding 
surgeon of his generation. These recollections, though very 
brief, are interesting, but for the most part confirm the known 
facts about the personality and work of one of the great 
pioneers of modern surgery. Zacuany Cors. 


HISTORY OF HYPERTENSION 


Classics in Arterial Hypertension. By Arthur Ruskin, M.D., 
F.A.C.P. (Pp. 358+xxv; illustrated. 72s.) Springfield, 
Illinois: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1956. 
The history of a disease that is the subject of so much 
research at the present day is certainly fascinating to follow. 
The book is divided into two parts. First the methods : here 
we find the descriptions of the early ways in which attempts 
were made to obtain some figures by which to express the 
pressures in the arteries. It is curious to note that nearly 
a century elapsed between the rather crude experiments of 
Stephen Hales and the mechanical ingenuity of Poiseuille ; 
and three-quarters of that time from him to Korotkoff. How 
many more years will elapse before the cause or causes of 
these abnormal figures will be found? The second part 
deals with the significance of the findings, ending with quota- 
tions from the work of Goldblatt. Readers will find it very 
satisfactory to peruse the work of Bright and Potain. Some 
of these excerpts appear in other excellent works, such as 
those of Major, and Willius and Dry; but Poiseuille and 
George Johnson and Mohamed have not received the atten- 
tion they deserve from historians. The translations read very 
well. There are numerous examples of the original illustra- 
tions, and some portraits which might have been better done. 
The work would have been still more interesting if a little 
more had been included concerning the lives and personalities 
of the writers, and something of the other matters on which 
their many-sided genius often threw light. 

These writings of the Old Masters of Medicine are worthy 
of study, and one hopes that other subjects will be dealt with 
in time, for there are several that seem to be appropriate. 
Here at any rate is a satisfactory and readable example. 


TERENCE East. 
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MENIERE’S DISEASE 


Modern views on the clinical problems of vertigo are 
based on the well-known studies of the French 
physician Prosper Ménitre.' In the disorder which 
he delineated so clearly a clinically characteristic 
combination of symptoms—in particular deafness, 
tinnitus, and vertigo—was shown to occur unaccom- 
panied by any evidence of disease of the central 
nervous system. Its course was uniformly benign, 
and it has since come to bear his name—Méniére’s 
disease. His observations led him to attribute the 
symptoms to a lesion of the labyrinth. This was con- 
firmed, and the morbid anatomy of the lesion was 
first demonstrated in 1938 by Cairns and Hallpike,* 
whose histological examination of the temporal bones 
of two characteristic cases showed a widespread dis- 
tension of the endolymph spaces of the inner ear. 
Although its exact mechanism is not yet understood, 
such distension may be the consequence of over- 
production of endolymph, failure of its absorption, 
or of disordered local metabolism resulting in 
abnormal metabolic products, with resultant osmotic 
distortion. Damage to the vestibular end-organs 
causes paroxysms of vertigo followed by loss of 
function, as shown by caloric and other tests of 
labyrinthine function. At the same time deafness 
and tinnitus result from the damage to the cochlear 
end-organs. As stressed by Méniére himself, there is 
no definite association with any form of organic 
disease outside the eighth-nerve system. 

Occurring in the middle period of life, this essen- 
tially benign condition begins with partial and at first 
unilateral deafness, accompanied by tinnitus. Upon 


* Méniére, P., Gas. méd. | Paris, 1861, 16, 29. 
* Hallpike, C. S., and Cairns, H., J. Laryng., 1938, §3, 625 
* Dix, M. R.., and Halipike, C. S., Proc. roy. Soc. Med., 1952, 45, 341. 
Hallpike, S., Postgrad. med. 1955, 31, 330. 
Dix, M. R., and Halipike, C. S., Brit. med. Bull., 1956, 
1 
* Atkinson, M., J. Amer. med. Ass., 1941, 116, 1753. 
? Mygind, S H., and Dederding, D., Ann. Otol. (St. Louis), 1938, 47, 768 . 
* Purstenberg, A. C., Lashmet, F. H ‘and Lathrop, F., ibid., 1934, 43, 1035. 
* Arslan, M., Minerva Otorinolaring. (Torino), 1953, 3, 141. 
® Schuknecht, H. F., Acta Oto-laryng. (Stockh.), 1957, suppl. 132. 
™" Cawthorne, T. E., ‘Ann. Otol (St. Louis), 1947, 56, 4 
18 Dandy, W. E., Arch. Otolar ng (Chicago), 1934, 20, 
sd rr EB. R. Garnett, and Seymour, J. S., British Medical Journal, 1948, 


2, $12. 
Dix, M. R., , 1956, 70, 686. 
18 Lewis, R. S., ibid.. 56, 70, 673. 
“ Harrison, M. ah, ibid., 1956, 70, 680. 
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this background are superimposed the well-known 
dramatic paroxysms of vertigo with nausea, vomit- 
ing, and prostration. The differential diagnosis of 
Méniére’s disease from other organic affections of the 
eighth-nerve system is often difficult, and has been 
the subject of a number of recent publications by 
Hallpike and his associates.°* Thus, vestibular 
neuronitis, a toxic affection of the vestibular neurones, 
may be distinguished from it by the absence of deaf- 
ness ; positional vertigo of the benign paroxysmal 
type by the demonstration of a particular type of 
nystagmus in a critical head position ; and tumours 
of the eighth cranial nerve by the results of the loud- 
ness recruitment test. Other organic disorders which 
may simulate Méniére’s disease are infective dis- 
orders of the labyrinth resulting from suppurative 
otitis media, disseminated sclerosis, or labyrinthine 
injury after head trauma. A full description of the 
clinical differentiation of these various disorders has 
been given by E. A. Carmichael, M. R. Dix, and 
C. S. Hallpike.° 

The treatment of Méniére’s disease, though based 
to some extent on the conception, suggested by its 
morbid anatomy, of an endolymphatic hydrops, is 
still largely symptomatic. Although the wide variety 
of treatments available would indicate that there is 
not yet any specific remedy, the great majority of 
patients can be rendered sufficiently free of their 
symptoms to carry on a normal life. In particular, 
encouragement and reassurance, based on accurate 
diagnosis that the condition is benign, will calm and 
comfort the patient. Sedation with barbiturates in 
varying dosage forms the essential of most treat- 
ments. M. Atkinson® has suggested that Méniére’s 
disease arises from increased capillary permeability, 
and divides his cases into two main types on the basis 
of reaction to the intradermal injection of histamine. 
Those considered sensitive to histamine (primary 
vasodilator type) were treated by slow desensitization, 
with subcutaneous injections of histamine ; those 
patients insensitive to histamine (primary vaso- 
constrictor type) were given 50 mg. of nicotinic acid 
by intramuscular injection, or larger doses orally as a 
vasodilator. Other workers have failed to confirm 
the value of histamine as an aid to diagnosis, and 
found a good response to treatment with either hist- 
amine or nicotinic acid. §. H. Mygind and D. 
Dederding’ combat the hydrops of the inner ear by 
encouraging fluid loss from the body and limiting 
fluid intake. A. C. Furstenberg and colleagues* 
maintain that the attacks of vertigo are due to reten- 
tion of sodium whatever the state of body hydration, 
and successfully treated their cases by excluding 
sodium in all forms from their diet without restric- 
tion of fluid intake. Antihistamines have been given 
with varying results to treat a supposed underlying 
allergic basis for the condition. 
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The final state in this disease, not often reached, is 
total destruction of the end-organs of balance and 
hearing. Central compensation occurs after destruc- 
tion of the vestibular end-organs, and the ability to 
balance is thus restored. Attempts to hasten the 
selective destruction of the vestibular end-organs 
while preserving cochlear function have been made. 
M. Arslan’ uses an ultrasonic generator to destroy 
the vestibular end-organs only. H.F.C. Schuknecht?’ 
attempts the bilateral destruction of vestibular end- 
organs in cases of bilateral disease by means of the 
toxic action of streptomycin. The danger of this 
method is that the vestibulo-cerebellar connexions 
may be damaged, with resultant intractable ataxia. 
Control must be exercised by frequent caloric tests, 
and even so the method is not free from danger. 
Schuknecht has also attempted the unilateral selective 
destruction of the vestibular end-organs, with sparing 
of cochlear function, by intratympanic injection of 
streptomycin. 

For the most part the surgical treatment of 
Méniére’s disease has been aimed at destruction of 
the entire inner ear, and is thus usually reserved for 
cases in which little or no useful hearing remains, 
The most reliable method of accomplishing it is by 
labyrinthectomy. The method advocated by T. E. 
Cawthorne"' is to open the lateral semicircular canal, 
and to remove the membranous canal. Absolute 
alcohol may be injected to destroy any residual nerve 
endings. Transtympanic labyrinthotomy is _per- 
formed by Schuknecht.’ Complete deafness of the 
treated ear results, but unfortunately tinnitus is not 
affected. Intracranial section of the vestibular 
division of the auditory nerve has been advocated by 
W. E. Dandy.'* Vertigo may thus be relieved, but 
the disease process is unaffected, and the hearing 
usually deteriorates subsequently. E. R. Garnett 
Passe and J. S. Seymour'’ suggested that, if vaso- 
constriction was a major factor in the production of 
Méniére’s disease, relief could be expected by depriv- 
ing the inner ear of its sympathetic aerve supply. 
Dix" recently reviewed five cases operated upon by 
Passe, who had carried out upper dorsal sympath- 
ectomy up to five years previously. Vertigo was 
improved in all, but one relapsed. Attempts to pro- 
duce similar results by injection of local anaesthetic 
into the stellate ganglion are not uniformly successful, 
nor free of danger. Recent surveys of the results of 
sympathectomy by other workers'’ '* suggest that 
this method may be of value in alleviating the attacks 
of vertigo. 

In short, the accurate diagnosis of Méniére’s disease 
is not always easy, especially in atypical cases. In 
these a detailed neuro-otological examination is 
usually advisable, with a full battery of modern tests 
of cochlear and vestibular function including the loud- 
ness recfuitment and caloric tests, supplemented on 


MENIERE’S DISEASE 755 


Mepicat JouRNAL 


occasions by a neurological examination. Investiga- 
tions of this kind are best carried out in special 
hospital clinics. Once the diagnosis is established, 
treatment usually begins with a reassurance of the 
benign character of the disorder, Thereafter seda- 
tion with phenobarbitone is usually prescribed, 
with restriction of fluid intake to 2-3 pints daily 
and elimination of salt from the diet. Advice is 
given to ensure that these patients do not work 
or live in surroundings where sudden vertigo might 
endanger them. The majority of cases so treated 
remain free of vertigo for long periods to an 
extent greater than may be expected by the natural 
remissions of the disease. When vertigo persists but 
hearing is good, dorsal sympathectomy, as advocated 
by Passe, may have its place. When hearing is poor 
and vertigo troublesome, labyrinthine destruction is 
advised in unilateral disease. No certain means of 
controlling tinnitus is yet available. Heavy sedation 
may be necessary, and in extreme cases prefrontal 
leucotomy may have to be considered. 


PSYCHIATRISTS DISCUSS SCHIZOPHRENIA 


The second International Congress for Psychiatry, 
held at Zurich from September | to 7 under the presi- 
dency of Professor Manfred Bleuler, was attended by 
more than 2,000 psychiatrists. The discussions were 
almost exclusively devoted to the schizophrenias, the 
most sinister and mysterious group of mental dis- 
orders. They had been brilliantly described by Eugen 
Bleuler, of Zurich, who was born 100 years ago. Had 
he been present he would certainly have been im- 
pressed by the diverse approaches of present-day 
psychiatrists towards the elucidation of this problem. 
But he would no doubt have been deeply dis- 
appointed that psychiatry seems no nearer to an 
understanding of the aetiology and to a rational treat- 
ment of schizophrenia to-day than it appeared to be 
when he published his famous monograph. None 
of his basic assumptions about this group of mental 
disorders can be regarded as finally established. To 
many it is even doubtful whether it is a disease in the 
accepted clinical sense or an unsuccessful and devious 
kind of adaptation. 

Among the trends which could be discerned at the 
congress, one of the most striking was the tendency 
to concentrate less on the disease schizophrenia and 
more On the schizophrenic as a person and fellow- 
being. Many Continental psychiatrists, notably 
L. Binswanger and E. Minkowski, have for some 
time concerned themselves with the study of the 
world in which the schizophrenic lives. Their orienta- 
tion is based on phenomenology and existential 
analysis, and they are aiming at a medical anthro- 
pology derived from the philosophies of Husserl, 
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Heidegger, Bergson, and Sartre. Although this 
approach contributes to the understanding of the 
mental outlook of psychotic patients it appears to 
many psychiatrists unpromising clinically and sterile 
so far as the study of aetiology is concerned. It 
nevertheless has exerted a great fascination on a large 
section of German and French psychiatrists, who are 
using their languages with skill and imagination in their 
efforts to put into words their patients’ peculiar experi- 
ences and moods. Much of their vocabulary has been 
borrowed from the writings of their favourite philoso- 
phers. Compared with the past enthusiasm of the 
psychiatric nosologists and the biologically orientated 
psycho-analysts, existential analysis appears rather 
detached and academical, although its advocates have 
found it helpful in psychotherapy. Whether this 
approach is a throw-back to a period when psychiatry 
was dominated by philosophy, or whether it will act 
as a healthy corrective against a purely physiological 
orientation, it is too early to say. 

Psychiatric history was conjured up by the personal 
appearance at Zurich of some well-known figures. 
E. Stransky, now an octogenarian, claimed his place 
in the evolution of the concept of schizophrenia with 
his old vigour. C. G. Jung had a crowded auditorium 
when he was present at the reading of his paper by 
his grandson, a young assistant at the Burghdlzli, 
where he himself had started his career. Jung re- 
stated his views on the emergence of archaic forms 
of association, which he regarded as signs of a pro- 
found disturbance of the biological foundations of 
the personality. He had been greatly impressed by 
two findings of experimental psychiatry—that is, the 
drug-produced psychoses, and the emergence of arche- 
typal thought contents in hallucinations produced by 
electrical stimulation of the brain stem. He hoped 
that “ cerebral localization of the archetypes ” would 
some day become possible. As to the aetiology of 
schizophrenia, Jung expressed himself in a most 
interesting though somewhat obscure way. He 
thought that an excessive strength of affect seriously 
impaired the complexes by producing a toxin acting 
around them. As a result, the processes of associa- 
tion became archaic. He boldly disregarded the tenet 
that the psychic should not be described in physical 
terms. He was careful to point out that his thesis of 
a primarily psychogenic origin of schizophrenia with 
secondary toxic effects probably applied only to mild 
and latent cases such as he had been treating in his 
consulting practice. In his view specific methods 
were unimportant in the psychological treatment of 
schizophrenia, but knowledge of mythology and 
primitive psychology was essential. 

Another reassertion of an orthodox position per- 
sistently held over several decades came from K. 
Kleist, who presented his neurological interpretation 
of schizophrenic symptoms with a conviction and 
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charm which would have warmed the heart of his 
teacher Wernicke. E. Kretschmer, still the most 
catholic of Continental psychiatrists, advocated a 
policy of discrimination and open-mindedness on 
therapy, which should be somatic or psychothera- 
peutic according to the requirements of the individual 
case. 

Classification was discussed at length on conven- 
tional lines, and there was a noticeable tendency to 
narrow the Bleulerian concept of schizophrenia, which 
to many appeared too wide and clinically unwieldy. 
Many papers were read on the treatment of schizo- 
phrenia. The tranquillizing drugs were generally 
agreed to be of value in severe schizophrenic be- 
haviour disorders. In many American hospitals 
they have ousted insulin-coma therapy and leuco- 
tomy. However, most experienced clinicians warned 
against abandoning established treatments prema- 
turely. Leucotomy had proved strikingly successful 
in the treatment of the so-called pseudo-neurotic 
forms of schizophrenia, according to reports coming 
from the New York State hospitals. There were 
several contributions from psycho-analysts, who dis- 
cussed the value of their method in the treatment 
of certain types of schizophrenic patients. It was 
also interesting to Jearn that systematic psychotherapy 
on psycho-analytical lines was given to many schizo- 
phrenics at the Burghdlzli. 

The importance of social factors in the aetiology 
and prognosis of schizophrenia was ably presented 
by the team of workers from Yale University, while 
recent studies into hereditary factors were reported 
from New York and from Scandinavian countries. 
There was a strong British contingent which took a 
very active part in almost all sections of the congress, 
especially those concerned with social, clinical, and 
experimental aspects. Careful observations made in 
the social treatment and rehabilitation of schizo- 
phrenics had demonstrated that these patients were 
more adaptable than was generally accepted. Many 
interesting biochemical studies were reported, but 
there was no unanimity on whether the changes found 
were primary or secondary. Experimental psychoses 
were discussed exhaustively, although their direct 
relevance to schizophrenia was not generally 
accepted. Reports on the production of transient 
schizophrenia-like states by injections of serum 
from schizophrenics aroused interest, and will no 
doubt encourage others to carry out similar experi- 
ments. 

The most remarkable feature of the Zurich congress 
was the absence of dogmatism and the willingness of 
the participants to tolerate and even to take a genuine 
interest in other approaches and methods which not 
so long ago they would have thought to be incom- 
patible with their own. In this new climate of co- 
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INFLUENZA EPIDEMIC 


The most unusual features so far of the influenza 
epidemic are the season at which it has come and the 
ages of the few patients reported to have died of it. The 
great infectivity of the Asian virus in a world population 
lacking antibodies against it no doubt accounts for its 
rapid spread here at a season when the incidence is nor- 
mally low. The notable feature of the deaths that have 
been attributed to it is the relatively high proportions 
of schoolchildren and middle-aged adults. The very 
young and the very old seem not to be succumbing in 
the proportions that past experience would suggest as 
usual. The case fatality rate is evidently exceedingly 
low, at least at present, and reports of the disease from 
abroad do not suggest that a high rate is to be expected. 
In its progress across the country the disease has occa- 
sionally received such publicity as might be the envy 
of an invading army from Mars. But many doctors 
will agree with the general practitioners whose letters 
appear at p. 763 that, if exaggerated, this can do more 
harm than good. 

Reports of the disease’™’ have not disclosed any par- 
ticularly unusual signs or symptoms. The first of these 
reports, from Malaya,’ was written partly by a general 
practitioner, so that symptoms of milder cases not 
admitted to hospital receive due emphasis. The authors 
of the report stated that “ recovery is usual by the fourth 
day,” experience which the medical officer of Aden con- 
firms.* They mentioned thirst as being an early symp- 
tom, followed in 6-12 hours by sore throat. In contrast, 
a high incidence of sore throat was not noted in a report 
from Kuwait,” though it was described as characteristic- 
ally red, dry, and mat in another from the same area.* 
The familiar aches and pains, malaise, and shivering that 
make the influenza victim a miserable object seem to be 
as common in this outbreak as in others. In Holland 
antibodies to the Asian strain have been found in people 
aged 80 to 90, suggesting a possible if somewhat remote 
virological relationship with an epidemic that spread 
from. Asia in 1889-90.° 

Of two deaths reported at Kuwait,’ middle-aged 
Indian men, one was considered to be due to secondary 
bronchopneumonia and the other to primary influenzal 
pneumonia with pleural effusion. Some cases of 
secondary bronchopneumonia in Great Britain are con- 
sidered to be due to a staphylococcus, and the possibility 
is being investigated of an association between secondary 
bronchopneumonia and skin infection in the patient or 
members of his family. Treatment on the normal lines 
seems to be effectual, for few complications are reported. 
As to a preventive vaccine, not enough is likely to be 


available to stem the tide of infection, though selected 

groups of people, including doctors, are being or soon 

will be offered it. A vaccine can give only incomplete 
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protection, perhaps about 30-40% if the results of the 
Medical Research Council's studies of other influenza 
vaccines may be taken as a guide,* though a protection 
of about 70% has been attained under the restricted con- 
ditions of the U.S. armed forces.’ At present there seems 
no reason to depart from the view expressed in these 
columns recently that, so long as the Asian influenza 
remains mild, vaccination of the general population is 
unnecessary and perhaps unwise.* Indeed, immuniza- 
tion is still an experimental procedure.’ 

With each batch of vaccine being distributed by the 
Ministry of Health will go a pamphlet giving technical 
details, including information on possible reactions and 
contraindications. Tried out on civilian and military 
volunteers, the vaccine has not been found to cause 
serious reactions ; some cases of sore arm have been 
noted, and slight malaise for 24 hours. About 3-4%, 
of subjects have also experienced headache and slight 
pyrexia. Contraindications include a history of epi- 
lepsy, allergic diseases, and sensitivity to egg. 

Since influenza is not a notifiable disease, the medical 
officer of health is specially dependent on the willing 
help of his medical colleagues in general practice and 
hospitals for the running of an efficient intelligence ser- 
vice during an epidemic. In accordance with previous 
practice,'® the medical officer of health usually asks cer- 
tain general practitioners to act as “ spotters” and keep 
him informed of the first signs of an outbreak, but he 
will welcome information from general practitioners not 
so designated. In addition, local officers of the Ministry 
of Pensions and National Insurance are informing 
medical officers of health when sickness benefit claims 
either increase by 30% over the figure for the previous 
week or are double the average weekly figure for the 
period April 4 to December 4, 1956. These measures 
should help to give some idea of how the disease spreads 
through the country, and they show that at present it is 
mainly in the northern half of England and South Wales. 
The incidence of cases cannot be known. The spread of 
infection has been very rapid in eastern countries, and, 
if it runs true to form here, may almost have subsided 
by the turn of the year. A second outbreak, caused by 
one of the older virus strains, might then appear in what 
we have come to regard as the true influenza season. 


WASP STINGS 

We have learnt a good deal in recent years about stings. 
Nettle stings owe their effects to the presence of hist- 
amine, acetylcholine, and hydroxytryptamine in them.'~* 
Thus the nettle produces its effects by injecting sub- 
stances present in man’s own body. A much more 
serious matter is the wasp, for the effects of its sting 
last for several days and are occasionally fatal; two 
deaths are reported in our medico-legal column at page 
771 this week. 

In 1949 F. C. MacIntosh and W. D. M. Paton‘ 
described a new class of compounds called “ histamine 
liberators.” Histamine is liberated in anaphylaxis, and 
anaphylaxis was discovered during a study of extracts 
of the stinging tentacles of sea anemones. Therefore 
in 1954 R. Jaques and M. Schachter* investigated sea 
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anemones to see if they contained a histamine liberator 
in their tentacles, since when applied to man these 
tentacles cause cutaneous reactions. They found that 
an extract of tentacles did in fact release histamine 
when injected into the fluid perfusing the skin of the 
cat, and having made this observation they wondered 
whether the venom of the wasp might also possess 
similar activity 

In their first paper on wasp venom* they showed not 
that it released histamine but that it contained both 
histamine and hydroxytryptamine, and a third substance 
which they did not identify. (Some samples of wasp 
venom contained a histamine liberator and also hyalu- 
ronidase.) The average weight of the venom sac 
together with glands was 0.8 mg., and the average 
histamine content was 3.2 ug. as determined by quanti- 
tative pharmacological tests. This is a large amount. 
Both histamine and hydroxytryptamine were identified 
by paper chromatography. Schachter and E. M. Thain’ 
then examined the third and more important constituent 
present in large quantity, which they called kinin. It 
appeared to be a polypeptide, a highly potent substance 
which produced a characteristic delayed contraction of 
the isolated guinea-pig ileum and a fall of blood pres- 
sure in the cat and the rabbit. Recently D. J. Hold- 
stock, A. P. Mathias, and Schachter have purified kinin 
and shown that it is exceedingly effective in enhancing 
capillary permeability. They gave intradermal injec- 
tions to guinea-pigs and rabbits, followed by intra- 
venous injection of a dye, pontamine blue. Kinin was 
ten times more effective than histamine in causing 
increased permeability to the dye in the guinea-pig, 
and 100 times more effective in the rabbit. Like other 
polypeptides kinin caused cutaneous pain when it was 
applied to the base of a blister according to the method 
of D. Armstrong and colleagues.’ In these respects 
kinin was similar to kallidin, a substance released from 
the globulin fraction of serum by an enzyme kallikrein 
present in human saliva, and also similar to bradykinin, 
which is released from serum by an enzyme in the 
venom of the snake Bothrops jararaca. Thus we see 
that human saliva has similarities to snake venom and 
to wasp venom. It is therefore interesting to note that 
in 1260 Barthelemy de Glanville said that the saliva of 
the young man has a secret corrupting power, “ for if 
a man is wounded and you put saliva in the wound it 
corrupts the blood. This is why archers moisten their 
arrowheads with saliva, for they are more harmful to 
their enemies.” The main damage inflicted by the wasp 
sting, the oedema of which may persist for two or three 
days, seems then to be due to the polypeptide kinin. 
The occasional deaths which are caused, however, are 
probably not due to kinin but are rather anaphylactic, 
and arise because of earlier sensitization to wasp venom. 
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THE BRITISH NATIONAL FORMULARY 


It is now eight years since the first edition of the now 
familiar National Formulary appeared. Fathered by 
the B.M.A. and the Pharmaceutical Society of Great 
Britain, with the co-operation of the Departments of 
Health and the Service Departments, this enterprise 
occupies an established place in medical practice, pro- 
viding doctors and pharmacists with a selection of 
formulae and preparations comprehensive enough to 
meet all the ordinary needs of general medicine. 
Though the N.F. was in many respects the direct 
successor of the National War Formulary, the Joint 
Formulary Committee set up in 1946 to prepare the first 
volume was faced with a far more onerous task than 
that which faced those who prepared the N.W.F., largely 
because the imminence of the National Health Service 
foreshadowed a big switch from private to Health 
Service prescribing. The committee, therefore, sub- 
mitted their ideas for comment to a large number of 
bodies representing the medical and pharmaceutical 
professions before they finally committed themselves 
to print. 

The fifth edition of the Formulary’ was published 
in August and comes into operation on November |. The 
customary title of National Formulary has now been 
discarded for that of British National Formulary 
because, it is said, there was evidence of some confu- 
sion of the old name with that of the National Form- 
ulary, U.S.A., which is a book of standards. In the latest 
edition some of the older and familiar prescriptions 
have had to give place to new. On the other hand, the 
committee has kept to its policy of retaining prepara- 
tions or formulae still being widely used or frequently 
prescribed even if their justification on pharmacological 
grounds is open to dispute. The B.N.F. does not hold 
itself out to be a textbook, and the committee is right to 
cater for the practitioner's natural conservatism in 
prescribing, which certainly springs as much from a 
fund of practical experience as it does from habit. 

The Joint Formulary Committee this year has em- 
barked on a new venture, foreshadowed in the preface 
to the 1955 N-.F., in the shape of an alternative addi- 
tion’? to the B.N.F. in which the preparations are 
grouped according to their pharmacological use instead 
of alphabetically, and in which English titles replace 
Latin. After making inquiries the committee believed 
that there would be a demand for the new volume, 
particularly from hospitals for teaching purposes. In 
general the contents of the alternative edition are the 
same as that of the main edition and the formulae are 
identical. Each group of drugs is preceded when prac- 
ticable by a short account of the actions and uses of the 
preparations which follow, and these descriptive mono- 
graphs replace the prescribers’ notes, although in some 
cases they are the same. The alternative edition will not 
be distributed free of charge by the Departments of 
Health to doctors in the National Health Service as has 
been done with the main edition, and what demand 
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there will be for it remains to be seen. One thing that 
the grouping of formulae in the alternative edition 
clearly shows is the large number of preparations in the 
B.N.F. that have a similar pharmacological action. 


CANCELLOUS STRIP GRAFTING 


An innovation in the technique of bone-grafting for non- 
union and for delayed union of fractures seems likely to 
be generally adopted. The use of massive cortical grafts 
is declining. The recent vogue for grafting stored homo- 
genous bone, which never attained more than a limited 
popularity in Britain, is passing, at least so far as the 
treatment of fractures is concerned. Techniques empioy- 
ing the grafting of calf bone have not been accepted 
outside the Continent of Europe. 

Cancellous “strip” grafting, in which the grafts are 
prepared as flat strips cut from the crest of the ilium, 
promises to become the standard method in treating 
indolent fractures. The technique is simple, and, since 
it employs only spongy bone, has a better physiological 
basis, because the revascularization and reossification 
of spongy bone is a much more rapid process than is the 
incorporation of massive portions of cortex. This new 
technique appears to have been adopted in many centres 
simultaneously, mainly as an application of the ideas put 
forward by D. B. Phemister.! The subject was discussed 
at the spring meeting of the British Orthopaedic Asso- 
ciation last May. J. N. Wilson described its application 
in 22 cases. As with other techniques, the most satis- 
factory results are obtained in delayed union rather than 
in established non-union. If the fracture under treat- 
ment is stable, by reason either of firm fibrous union or 
of previous metallic internal fixation, all that is necessary 
is to refresh the cortex above and below the level of 
fracture, and to apply strips of iliac cancellous bone to 
the bared surfaces. External splintage is essential. If 
the fracture is unstable or badly displaced it must be 
“taken to pieces,” reduced, fixed with a plate and screws 
or with an intramedullary nail, and the cortex refreshed 
and grafted similarly. 

There is nothing new in reliance upon grafts of can- 
cellous bone rather than upon cortex. W. E. Gallie in 
19312 and H. Matti in 1932° demonstrated the greater 
osteogenetic powers of grafted cancellous bone, and 
cancellous “chip” grafts have been widely used ever 
since, both for slow union of fractures and in operations 
for intra-articular arthrodesis. Strip grafting has the 
advantages over chip grafting that a larger bone-produ- 
cing area is produced and that it is often possible to leave 
the fracture itself undisturbed. 

Strip grafting alone, even reinforced with internal fix- 
ation, is seldom adequate for the treatment of non-union 
with considerable gap between the fragments. In such 
cases the method combining the use of a block of can- 
cellous bone with internal fixation, as advocated by E. A. 
Nicoll,’ is an advance over previous techniques. If, 
however. bone has not been lost and there is no gap 
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between the fragments, cancellous strip grafting is so 
simple and so certain that it should be employed early, 
as soon as it becomes apparent that a fracture of the 
Shaft of an adult bone is not healing properly and is 
likely to present the problem of delayed union. Some 
orthopaedic surgeons would go further, advocating the 
use of this method as a primary procedure in com- 
minuted fractures or in fractures inflicted by major 
violence in which, for any reason, open reduction and 
internal fixation are to be employed. 


RENAL CALCULI IN SEVERE PARALYSIS 


A dangerous complication for the severely paralysed 
patient is the development of renal calculus. It is apt 
to occur because the calcium balance is disturbed. In 
the normal subject osteoblastic and osteoclastic activity 
are about equal, but in the patient with severe paralysis 
the balance is upset. The stress that muscles exert on 
bone is a stimulus to osteoblastic activity, and in the 
severely paralysed patient it is missing. In consequence, 
osteoclastic activity continues, but osteoblastic activity 
is diminished. Calcium is therefore lost from the bones. 
and the excess is excreted in the urine. In severe cases 
of acute poliomyelitis the calcium balance becomes 
negative early in the paralytic stage of the disease, and 
becomes increasingly so until it reaches a plateau after 
about five weeks. Loss of calcium continues at this 
level for some months, and equilibrium is not again 
attained for about seven months.' During this period 
the hypercalciuria may be sufficient to cause a calculus 
to form ; this is more likely to occur if the urine becomes 
alkaline owing to urinary infection, excessive artificial 
respiration, or ingested alkali. 

When sodium phytate is taken by mouth it forms the 
insoluble calcium phytate, and prevents the calcium 
being absorbed from the alimentary tract. P. R. Vagelos 
and P. H. Henneman* have recently investigated the 
effect of this substance on the urinary excretion of cal- 
cium in severely paralysed patients. Their nine patients 
were quadriplegic owing to poliomyelitis and had hyper- 
calciuria. They were given two courses of sodium 
phytate, the first lasting about six weeks, the second 
about four weeks. In five of the nine patients the 
urinary excretion of calcium fell appreciably during 
treatment, and the decrease in hypercalciuria suggests 
that sodium phytate deserves further trial in the preven- 
tion of renal calculi in these patients. The dosage has 
to be restricted lest it cause diarrhoea. 

The measures commonly recommended to prevent the 
formation of renal calculi are a generous fluid intake, 
avoidance of urinary infection, especially by scrupulous 
sterility in catheterization, and frequent changes of 
posture. The last does not affect calcium metabolism," 
but may be useful in preventing stagnation of urine in 
the renal pelvis. These measures, important though they 
are, have not solved the problem, and further progress 
may depend on reducing the amount of calcium in 
the diet or making it unavailable by giving sodium 
phytate. 


i Whedon, G. D., and Shorr, E., J. clin. Invest., 1957, 38, 966. 
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SYMPOSIUM ON NUCLEAR SEX 
[FROM A SPECIAL CORRESPONDENT] 


Since the original observation of Barr and his colleagues in 
1949 there have been many reports on the morphological 
sex difference in the nuclei of cells from males and females. 
The difference is a characteristic chromatin mass in the 
nucleus (chromatin positive) in the female, and is most con- 
veniently seen in the epithelial cells of the skin or buccal 
mucosa and the neutrophils of the blood. Study of these 
cells has thrown light on the problems of development and 
classification of some of the intersex states, but there remains 
much confusion, particularly in nomenclature. An im- 
portant point still in dispute is whether these chromatin 
masses actually represent, as seems probable, the chromatin 
associated with the XX chromosomes or whether they are 
merely a sex characteristic. 

In an attempt to clarify some of these problems a sym- 
posium was organized by a committee consisting of Dr. 
W. M. Davidson and Dr. D. Robertson Smith (secretary ; 
King’s College Hospital), Dr. P. Bishop and Dr. P. E. 
Polani (Guy’s Hospital), Professor L. S. Penrose (University 
College, London), Dr. G. 1. M. Swyer (U.C.H., London), 
Dr. B. Lennox (Glasgow), and Professor M. L. Barr 
(London, Canada), Interested representatives were invited 
from many fields, including clinical medicine, endocrin- 
ology, pathology, biochemistry, cytology, anatomy, physi- 
ology, psychology, and genetics. King's College Hospital 
Medical School provided the facilities for the meetings, 
which were held on September 6 and 7, and the Wellcome 
Trustees made a grant towards the expenses. The 65 parti- 
cipants came from Britain, Canada, the United States, 
France, Germany, Austria, Denmark, Switzerland, Portugal, 
Italy, and Israel. 


Sexing the Intersexes 


The first session was a technical discussion on the cyto- 
logical and genetic aspects of nuclear sex. The present 
report, however, is confined to the papers of more immediate 
clinical interest. These were in the second session, for 
which Dr. P. Bishop was chairman, and were concerned with 
the application of nuclear sexing to the study of intersexes 
and related states. Several papers dealt with the interesting 
problem of Klinefelter’s syndrome, a specific type of “ male ” 
hypogonadism often associated with gynaecomastia. 

Dr. Maruitpe Danon and Dr. Leo Sachs (Rehovoth, 
Isracl) reviewed the results of nuclear sexing intersex 
patients. Most intersexes appeared to have a genetic basis. 
The female phenotype might develop with XX or XY 
genetical constitution, and perhaps XO or XX/XO. The male 
phenotype with testes might have an XX constitution as in 
Klinefelter’s syndrome, and, as Dr. D. J. P. Ashley later 
showed, the female phenotype with ovaries could have an 
XY constitution. There was still no satisfactory explana- 
tion of these cases of complete sex reversal, but the male 
and female pseudohermaphrodites with gonads conforming 
to the nuclear sex could be understood on the basis of the 
findings of experimental endocrinology in the embryo. 

Dr. A. Praper and Dr. R. E. SiEBENMANN (Zurich) de- 
scribed a new syndrome of congenital insufficiency with lipoid 
adrenal hyperplasia and female genitalia in boys. They 
postulated that it was due to a hereditary enzymatic failure 
at a very early stage of steroid synthesis in the adrenal and 
Leydig cells leading to adrenal and testicular insufficiency. 

Professor CLAUS OVERZIER (Mainz) in a clinical and ex- 
perimental classification of the intersexes referred parti- 
cularly to the very rare cases of true agonadism. The three 
cases described were genetically male and had no extra- 
genital deformities. They had to be distinguished from cases 
of Turner's syndrome, in which gonadal remains might be 
found. 

Dr. Etsor Stater (London) had analysed the mean 
age of the mother at the birth of the patient, number of 
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sibs, position in sibships, and birth order in four groups of 
sex deviants: male homosexuals, exhibitionists, transvestists, 
and female homosexuals. Only in the group of male homo- 
sexuals was there any significant variation: they tended to 
be born late in sibships and to older mothers. Dr. C. N. 
ARMSTRONG (Newcastle upon Tyne) presented a detailed 
account of a case of male transvestism with male nuclear 
sex, and, although the aetiology of this type of case is 
obscure, a constitutional factor with a genetic basis was 
suggested. These cases were very difficult to manage. 


Klinefelter’s Syndrome and Infertility 


Dr. W. M. Davipson and Dr. D. ROBERTSON SMITH 
(London) discussed Klinefelter’s syndrome. Although the 
cases were genetically female, the frequency of the charac- 
teristic chromatin “ drumsticks ” in the neutrophils was low. 
This unexpected finding might have some bearing on the 
causation of the condition, or it might be akin to the low 
frequency found in a small number of normal females. 

Dr. B. Lennox, Dr. M. A. FerGuson Smit, Dr. W. S. 
Mack, and Dr. J. S. S. Stewart (Glasgow), from their experi- 
ence of cases attending a male subfertility clinic, considered 
Klinefelter’s syndrome to be an important cause of in- 
fertility. In addition to the chromatin-positive cases (female 
nuclear sex) they recognized a chromatin-negative form 
(male nuclear sex), the testes in the two groups differing in 
histological appearance. Dr, R. SIEBENMANN (Zurich) also 
discussed the histological appearances of the gonads in Kline- 
felter’s syndrome, and stressed their constancy in the cases 
with female nuclear sex compared with the very varying 
picture in the male cases. The Glasgow workers, with Miss 
M. Izatt, then reported their investigation of the incidence of 
sterility in the families of the chromatin-positive and the 
chromatin-negative cases of Klinefelter’s syndrome and their 
investigation of the blood groups of these cases. They 
suggested that both types are hereditary, the defect in the 
chromatin-positive cases being transmitted by the fathers and 
that in the chromatin-negative by the mothers. During the 
discussion, however, some doubt was expressed about the 
existence of the chromatin-negative form of the syndrome. 

Dr. P. Bisnor, Dr. M. A. FerGuson Situ, Dr. B. LENNOX, 
Dr. P. E. Potani, and Dr. J. S. S. STEWART were studying 
the colour vision in cases of Klinefelter’s syndrome.  Al- 
though the numbers were small, the absence of any defects 
tended to confirm the femaleness of chromatin-positive 
cases. 

Dr. D. J. B. AsHLey (Liverpool) reported the first case of 
sex reversal showing the presence of ovaries in an individual 
of male nuclear sex—that is, the complete analogue of Kline- 
felter’s syndrome. The presence of testicular tissue had been 
excluded so far as was practicable. 


Nuclear Sexing of Tumours 


The final session, with Professor Murray L. Barr (Lon- 
don, Canada) in the chair, was devoted to the application of 
nuclear sexing to the study of tumours. Dr. Loris MYERS 
(London) described a detailed study of the nuclear sex of a 
large number of teratomas and commented on the curious 
variability of the nuclear sex of teratomas in the male. Dr. 
A. S. Tavares (Oporto, Portugal) also discussed exceptions 
to the identity of the nuclear chromatin of the host and 
tumour in undifferentiated carcinomata and teratomas. Dr. 
N. B. Arkin (London), who had used squash preparations 
to study chromatin patterns in human tumours, thought the 
variability of the sex chromatin in tumours from females was 
related to variations in the chromosome complement. 

Social events associated with the symposium included a 
reception by the Ciba Foundation, a luncheon provided by 
the board of governors of King’s College Hospital, and a 
dinner given by the dean and council of King’s College 
Hospital Medical School, at which Professor ROBERT PLATT, 
nig Mr. L. R. Broster, and Professor Jost (Paris) 
spoke. 
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MEDICAL RESEARCH IN THE BRITISH 
CARIBBEAN 


Last April in Trinidad the Standing Advisory Committee 
for Medical Research in the British Caribbean held its 
second annual scientific meeting.* These two-day meetings 
bring together research workers from the various West 
Indian islands and territories, provide a forum for the dis- 
cussion of their work, and allow others to learn the trends 
of medical research in this area, the proceedings and many 
of the papers being published in full in the West Indian 
Medical Journal. This year “Communicable Diseases of 
the Caribbean” was the topic. The meeting was held on 
April 6 and 7 under the joint chairmanship of Professor 
A. C. Frazer, professor of pharmacology at Birmingham, 
and Professor G. W. Pickerinc, Regius professor of medi- 
cine at Oxford, Here we summarize a selection from the 
29 papers that were presented. 
Parasitic Diseases 

Dr. C. Romiti compared the incidence of post-operative 
malaria in British Guiana before and after the intensive 
antimalarial campaign which was begun there in 1947 and 
has resulted in the extermination of the disease from the 
coastal plain. Between 1924 and 1947 a total of 14,027 
patients were operated upon, of whom 3,445 had had malaria 
previously ; 13.5% of the latter developed malaria post- 
operatively, but none of the 10,582 non-malarial subjects 
did so. Since the 1947 antimalarial campaign, 14,120 
operations had been performed on the same class of patient 
and only five cases of post-operative malaria had been 
noted. 

Dr. W. Apams (British Guiana) reported the results of a 
study of the night blood of 30,000 working-class persons, 
including children, living in the unsewered suburbs of 
Georgetown and along the coastlands. One blood film per 
person was examined and microfilariae were found in 11.4% 
of cases, East Indians showed a lower incidence than 
Negroes and those of mixed race, and in all races the 
incidence was low in the first decade of life. There was 
clinical elephantiasis in 3.3% of the total series. The mos- 
quito vector—Culex fatigans—showed a preference for 
water contaminated by sewage; it abounded in the pit 
latrines which became flooded in rainy weather. 

Two cases of rhinosporidiosis—infection of the nasal 
mucosa and cheek by Rhinosporidium seeberi—were re- 
ported by Dr. R. Reesat (Trinidad). This infection has not 
previously been recognized in Trinidad. 


Viral Studies 


Dr. R. Lewruwarte (Colonial Office) opened a session on 
viruses by reviewing work on this subject being carried out 
in Entebbe, Lagos, and Kuala Lumpur. He stressed the 
newly recognized Arbor viruses, the occurrence of cross- 
immunity between viruses, and the difficulties in their isola- 
tion and identification. Workers from the Trinidad Regional 
Virus Laboratory then described some of their researches. 
Dr. T. H. G. Arrxen said that 71 strains of virus had been 
isolated from Trinidad mosquitoes, of which 22 represented 
yellow fever, 7 Ilheus, 3 St. Louis virus, and 39 had still 
to be identified. Dr. C. R. ANDERSON discussed the St. Louis 
encephalitis virus, It had been found in mosquitoes and 
in a fledgling bird in Trinidad, but no human cases had so 
far been encountered, although some individuals showed 
serological evidence of immunity. Dr. W. G. Downs gave 
preliminary details of a serum survey of inhabitants of 
Grenada, which suggested that dengue had been prevalent 
in the coastal towns and villages, and also the possible 
presence of IJheus and St. Louis viruses, Experimental 
work on Mayaro virus in the mouse was reported by Dr. 
J. D. (Trinidad). 


*For an account of the first meeting, see British Medical 
Journal, 1956, 1, 1359. 


Dr. L. V. ButcHer, of the Trinidad Veterinary Service, 
reviewed the present status of paralytic rabies in Trinidad. 
The last human death was in 1937, but among cattle there 
had been sporadic deaths until 1954, when the disease 
assumed epizootic proportions in South Trinidad. The 
disease was transmitted by the bat, and the present pro- 
gramme of control was directed towards the immunization 
of livestock with a live attenuated avianized virus vaccine, 
rather than destruction of the bats. 


Tuberculosis and Other Conditions 


Dr. R. A. S. Cory (Jamaica) reported on the immediate 
results of treatment in 200 consecutive patients admitted 
with sputum-positive tuberculosis, 60% of whom had far- 
advanced disease. Rest, drugs, and surgery were combined 
as required. In the final analysis 81% left hospital with 
a good prognosis, the disease having become arrested, or 
apparently arrested. The incidence and clinical effects of 
abnormal haemoglobins in Jamaica were discussed and illus- 
trated by Dr. J. MacIver and Dr. L. N. Went (University 
College of the West Indies). Sickle-cell disease was com- 
mon in Jamaica. Among antenatal subjects the sickle-cell 
trait had been found in 9.5% and the haemoglobin-C trait 
in 3.9%. Cooley's anaemia and sickle-cell-thalassaemia dis- 
ease had also been discovered in the population. 

Dr. G. H. Gentie (Trinidad) described their attempts at 
the Caribbean Medical Centre to separate yaws from 
syphilis as the cause of positive serological findings in 
asymptomatic cases. Leptospirosis in Jamaica was reported 
by Dr. L. S. Grant and Dr. G. Bras (University College 
of the West Indies). This condition was first recognized 
there four years ago, and 35 cases had since been confirmed, 
A new type of leptospira had also been isolated. 


MEDICAL DEFENCE UNION 


The annual meeting of the Medical Defence Union was 
held at the Union's offices in Tavistock House South on 
September 17. In his presidential address Dr. S. COCHRANE 
SHANKS forecast an increase in the members’ subscription 
and also referred to the case of Dr. Bodkin Adams—“ per- 
haps the most dramatic case of this year "—~as it fell outside 
the period of the annual report. 


President’s Address 


In presenting the report, Dr. CocHraNne SHANKS said that 
the membership of the M.D.U. was now over 45,000. More 
and more members were seeking advice and guidance, their 
requests ranging from simple questions on professional prac- 
tice to complicated legal problems. An increase in the 
annual subscription, still £2, seemed inevitable. Of recent 
years there had been a mounting flood of claims against 
doctors for negligence ; and although the number of cases 
referred to the solicitors had been about the same as the 
previous year (just under 300), the work in the office was 
increasing and the sums for damages or the settlement claims 
tended always to rise. There had been a deficit of £445 in 
the year covered by the report (1956-7), and it seemed cer- 
tain that the coming year would show a larger debit 
balance. 

The president then referred to the case of Dr. Bodkin 
Adams, He would like to offer just one comment. “ 1] doubt 
if it would be possible to find—or even invent,” said Dr. 
Cochrane Shanks, “a better recommendation for belonging 
to a defence society than this case.” A doctor was suddenly 
faced with the gravest charge that could be made against a 
medical man, that of murdering a patient. In return for a 
subscription of £2 a year, they had successfully defended 
him at a cost of many thousands of pounds, and enabled 
him to leave the Court acquitted of that dreadful charge. 
Had ever £2 per annum been better spent ? 

The council of the Union, said the president in conclusion, 
was engaged in making proposals for the amendment of the 
disciplinary procedure under the Medical Act, 1956. These 
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proposals, which were designed to safeguard those brought 
before the disciplinary committee of the General Medical 
Council, would be considered by the joint co-ordinating 
committee of the three medical defence societies. 


Annual Report 


The council’s report for the year 1956-7 discusses, as is 
customary, a number of medico-legal matters of interest 
to the profession. These include: the propriety of submitting 
reports of accidents in hospital to lay persons ; the implica- 
tions of last year’s amending regulations on a doctor's 
responsibility for his deputy and on the restriction of the 
right of complaint against a doctor or dentist; alleged 
breaches of the “terms of service”; appeals against the 
findings of medical service committees; professional 
secrecy ; theft of belongings from residents’ quarters in hos- 
pitals ; the rights of industrial medical officers regarding the 
ownership of their medical records ; and the management of 
those who wish to alter the registration of their sex. 


Correspondence 


Halothane 


Sin,—When I received my first supply of halothane it 
seemed to me that, if the drug was going to be widely used, 
the closed-circuit method was obviously the one of choice, 
owing to its high cost to hospitals—£10 Ss. per 250 ml. 
From reading the publications on the drug several points 
stand out. 

(1) Most of the clinical experience has been carried out 
with the highly expensive semi-open circuit, which is akin 
to using cyclopropane in the same way. Surely no hospital 
management committee will tolerate such expense. (2) Much 
has been said about the drug being used in specially cali- 
brated machines, but the figures of percentages appear to 
have been the result of samples taken from machines and 
not from the tracheas of patients as those in my report 
(Journal, August 10, p. 331). Also, it is obvious that as soon 
as the patient is forcibly inflated the concentration in his 
trachea and blood bears no relation to that being delivered 
by the machine, Hence a dangerous atmosphere of false 
security is being created. I know that modern anaesthetists 
delight in talking about percentages, but take little heed of 
them during their conduction of anaesthetics, and rely, as 
always, on their clinical knowledge and skill. Why, when 
all other inhalation anaesthetics are administered satisfac- 
torily from present uncalibrated machines, should halothane, 
by no means the most deadly of them, suddenly become 
unsafe to use in these machines? Is this another “ anti- 
static band wagon,” or a prolongation of the principles in 
the use of trichlorethylene by midwives? (3) I am very 
reluctant to accept some of the forthright statements in the 
report of the Medical Research Council (Journal, August 31, 
p. 479), based on only 245 cases over a period of 18 months 
and between four teaching hospitals, and wholeheartedly 
agree with the closing words of Dr. M. Johnstone's letter 
(Journal, September 14, p. 641). I cannot find the logic in 
their argument that the closed circuit was not used because 
of the possibility of a rapidly mounting halothane vapour 
concentration, except that, of course, it will mount rapidly 
if forcible inflation is used. Surely this comment should 
also condemn the known successful use of ether and cyclo- 
propane in the closed circuit. 

In my opinion there are certain rules for using any 
method. When using halothane in the closed circuit, forcible 
inflation of the patient’s lungs should not be employed 
when the vaporizer is in circuit. In answer to Dr. F. L. 


Robertshaw (Journal, August 31, p. 526), the percentages 
were estimated by a gas-interference refractometer from 
samples taken by means of a bronchial catheter after at 
least 20 minutes of anaesthesia at each setting of the control, 
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proving conclusively that the percentage of halothane remains 
constant as long as physioiogical breathing takes place. 1 
cannot agree with the conclusions nor the conditions of the 
laboratory experiment reported by Dr. Brennan and his col- 
leagues.’ It is not my experience, for instance, to see a 
patient on a fully closed circuit with a flow of only 500 ml. 
of O» breathing at anything approaching 500 ml. sixteen 
times a minute. Further, the all-important notch 1 and 2 
figures were not given, and laboratory test figures vary 
greatly from those taken during an operation. The other 
rule is that p-tubocurarine is not used, abnormal blood loss 
is replaced before the patient is returned to the ward, and 
any tachypnoea is countered by 25 mg. to 50 mg. of 
pethidine. 

Finally, it is my contention that those who have con- 
demned the fully closed circuit method have done so on 
supposition not backed by experience.—I am, etc., 


Coventry H. REX MARRETT. 


REFERENCE 
' Brennan, H. J., Hunter, A. R., and Johnstone, M., Lancet, 1957, 2, 453 


Hospital Confinement 


Sir,—May I ask Dr. John Frampton (Journal, September 
14, p. 644), through you, why he assumes no doctor is to 
condone the practice of episiotomy and subsequent suture 
in the home? “Condone™ does not indeed seem the right 
word, I don’t see any reason why episiotomy and suture, 
or suture of a tear, should not be performed in the home. 
It seems to me a simple and safe enough procedure, and I 
have not had trouble in a single case. Moreover, though 
I have not kept statistics, I have the certain impression that 
the incidence of such cases during home confinements is 
much lower than the 50% Dr. Frampton quotes. I speak 
from an experience of more than seventeen years in this 
suburban, semi-rural practice, where I attend an average of 
well over sixty confinements a year, the overwhelming 
majority of them in the patient’s home and only a few in 
a maternity home. From this experience, I fully agree with 
Dr. M. G. Smith (VJournal, August 17, p. 414), Dr. H. D. 
Forbes Fraser (Journal, July 20, p. 159), and others in advo- 
cating home confinements in any case in which there is no 
definite contraindication. The fact that a woman is a 
primipara is, according to my experience, certainly no such 
contraindication.—I am, etc., 

Gillingham, Kent K. F. M. Pote. 

Sir,—The very point raised in Dr. John Frampton’s letter 
(Journal, September 14, p. 644}—namely, the high incidence 
of perineal repairs in primiparae—supports the argument in 
favour of home confinement. 

In spite of poor light and wound exposure, apparently 
inadequate asepsis, and other mechanical difficulties of the 
operator, I have never yet come across a case of broken- 
down perineum in over 200 home confinements. The repairs 
invariably heal by first intention. While obstetric house- 
surgeon, I have been dismayed at the relatively high rate of 
perineal breakdowns in hospital. I have discussed this with 
colleagues and midwives in this area, which has a very high 
birth rate indeed and in which “normal” primiparae are 
not booked for hospital confinement, and they share my 
experience. It may be that our technique as house-officers 
was deficient or that the bacterial flora in the home is less 
virulent, but the fact remains that home confinement appears 
to be safer, at least in respect of sound healing of the cut 
or lacerated perineum.—I am, etc., 


Stevenage. Herts. J. O. NEWMAN. 


Asian Influenza in Manchester 


Sir,—Dr. D. W. A. McCreadie (Journal, September 21, 
p. 684), in his memorandum about influenza in Kuwait, 
reports few cases of inflamed tonsils, This is also true of 
adults in Manchester, but not of children who still have 
them. But all cases show some degree of pharyngitis. 1 
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The case-history below of ulcer on the gastric side of gastro- 
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M. D., female, age 48, had a posterior gastro- 
jejunostomy fourteen years previously for duodenal 
ulcer. Nine months prior to her first visit severe 
intractable pain recurred and a subtotal gastrectomy 
was performed at another hospital. She remained 
well for a few months and then because of recur- 
rence of severe pain and marked weight loss, she 
was referred for treatment. X-ray study revealed 
a large ulcer niche on the gastric side of the anasto- 
mosis. Antacids and sedatives gave no relief from 
pain. She was given 60 mg. of Pro-Banthine four 
times a day and within seventy-two hours was able 
to sleep through the night for the first time in weeks. 
After two weeks of Pro-Banthine treatment the 
patient felt completely well, but X-ray study at this 
time still revealed the ulcer niche (Fig. 1). After 
a further ten weeks’ treatment the niche was no 
longer visible radiologically or gastroscopically 
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think the explanation is that a large fraction of the adult 
population no longer has tonsils to get inflamed. The pro- 
portion with a gastric upset at some stage in the illness seems 
much nearer 30% than the 6% vomiting in Kuwait, but 
many, I think, suffer from nausea because of taking too 
many aspirins and various proprietary remedies in efforts to 
ward off influenza. 

The real danger seems to me that a large part of the 
public now has in its keeping small amounts of various 
medicaments, from cough medicine to sulphonamides and 
oral penicillins, which have been given to patients with 
“ bronchial ” symptoms because of the publicity given in the 
press to deaths from bronchopneumonia and because of 
a medical officer of health being quoted as advising the 
calling of a doctor to all cases of influenza. As soon as the 
patients feel better many stop their drugs and give them to 
new “victims” of the influenza because doctors are no 
longer available quickly and the demand for visits goes up 
with headlines enumerating the number of “ ‘flu deaths.” 
This may lead to drug resistance in the ordinary throat 
germs—resistance which till now has plagued hospitals more 
than G.P.s—making the G.P.’s choice of sulphonamide or 
antibiotic harder this winter, making the use of the more 
expensive newer antibiotics essential, and sending the drug 
bill up even higher next vear.—I am, etc., 


Manchester, 16 S. SHUBSACHS. 


Influenza Publicity 


Sirn,—My partners and I feel very strongly that it is time 
the B.M.A. took urgent steps to counteract the ridiculous 
and hysterical exaggerated publicity given in the daily press 
and magazines to the present epidemic of Asian “flu. 
Although so far there have been no cases of Asian ‘flu 
recognized as such in this neighbourhood, patients have al- 
ready started sending urgently on most inadequate grounds. 
One woman in the best of health had obeyed instructions 
given her in a woman's magazine and had sent urgently 
because she felt hot. 1 gather that even television has been 
used to encourage patients to send for their doctor at once 
if they think they are starting ‘flu. It is difficult to imagine 
any more efficient way of encouraging unnecessary calls.- 
I am, etc., 


West Malling, Kent. G. E. R. HAMILTON. 


Sir.—I wish to protest against the highly sensational 
reports of the national press about the present influenza 
epidemic. Patients get worried unnecessarily and so do 
their doctors. A statement by the B.M.A. declaring that 
the influenza epidemic, whether Asian or 48-hour ‘flu, is 
highly contagious but quite harmless, without evidence of 
serious complications, might help. Perhaps the press could 
instead devote their pages to the publication of names and 
addresses of victims of carcinoma of lung, with the average 
number of cigarettes smoked.—I am, etc., 


Nottingham G. FIELDING. 


Caudal Analgesia 

Sir,—Once again another article is published supporting 
the use of caudal analgesia in obstetrics (Dr. G. Trevor 
Johnson, Journal, August 17, p. 386), but surely it is time 
that the myth of its associated technical difficulties and 
complications was exploded. 

The technique described by Hingson and Edwards’ is well 
known, and most people familiar with extradural analgesia 
will acknowledge that in approximately 25% of subjects the 
sacral hiatus is difficult or impossible to locate. Why not, 
therefore, in such cases perform a lumbar extradural punc- 
ture with a Tuohy needle at the level of the first and second 
lumbar spines, and pass a vinyl plastic 442 T catheter into 
the extradural space? This method is easier to perform 
than that employing the sacral hiatus. In fact, anyone cap- 
able of making a lumbar puncture methodically should be 
able to give an extradural injection. This different site 
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further away from the anal cleft should also help to rest the 
minds of those worried over the chance of the puncture site 
being soiled, if, indeed, they are not already consoled by 
the work of Hanley and Malone,* who had no case of 
infection in their series of 2,000 cases.—I am, etc., 


Jersey, M. BRIAN COMERFORD. 


REFERENCES 
) Hingson, R. A., and Edwards, W. B., J. Amer. med. Ass., 1943, 121, 
225. 
2 Hanley, B. J., and Malone, C. M., Amer. J. Obstet. Gynec., 1945, 50, 
306. 


Listerial Meningitis 


Sir,—As the cases of Listerial meningitis mentioned in 
your article (Journal, July 27, p. 188) and subsequent 
correspondence were in infants, I feel that it might be of 
interest to draw attention to what I believe to have been a 
similar infection in a girl 10} years of age. This girl was 
admitted to Waddon Hospital on May 30, 1957, as a sus- 
pected case of poliomyelitis. She had typical acute 
meningeal symptoms which had commenced on the previous 
day, with temperature of 102° F. (38.9° C.). She was: an 
extremely thin child, had an irritable cough and cyanotic 
tinge, and looked more ill than is usual for non-paralytic 
poliomyelitis. The upper part of the left ear-drum was 
inflamed. 

Lumbar puncture gave a turbid fluid containing 612 leuco- 
cytes per c.mm. (94% polymorphs and 6% lymphocytes), 
90 mg. protein and 62 mg. sugar per 100 ml. No organisms 
were seen on the Gram or Z.N. stained deposit, but culture 
on a blood-agar plate produced a profuse growth of 
diphtheroid morphology. The organism was shown to be 
penicillin-sensitive, and the patient was successfully treated 
by daily intrathecal injections of penicillin for five days and 
oral phenoxymethyl penicillin for 12 days. Subsequent 
C.S.F. specimens, collected daily at the time of intrathecal 
injections, showed a continuous and rapid fall in both cell 
and protein content, thus further confirming that the men- 
ingitis was a septic rather than a poliovirus infection. Also, 
attempted culture of poliomyelitis virus from the faeces 
failed. 

I had hoped to get the diphtheroid-like organism which 
grew from the C.S.F. further investigated, but the culture 
was unfortunately discarded after being sent to another 
laboratory. I have failed to find any record of meningitis 
due to a true diphtheroid, and therefore feel that the 
organism was most probably Listeria monocytogenes.—l 
am, etc., 

Croydon J. J. LIngHAN. 


Toxic Effects of Meprobamate 


Sir.-Dr. David L. Miller (Journal, August 3, p. 300) 
and Dr. Helen Wagstaff (Journal, August 17, p. 414) have 
each reported a case of a toxic rash due to meprobamate. I 
should like to describe a similar one. 


A man of 58 was under treatment for a mild anxiety state 
associated with many organic disabilities. About two hours after 
taking the second dose of 400 mg. of meprobamate on Septem- 
ber 7, 1956, he suddenly developed a rash associated with pruritus 
which was so intense that he had to leave an important religious 
service. At first the rash was a generalized, bright erythematous 
one, more severe on the trunk and pelvic regions. A few hours 
later large blisters appeared on the right elbow and thigh. The 
following morning antihistamine therapy was started with chlor- 
pheniramine (“ piriton ) but without relief; later hydrocortisone 
ointment, applied locally, was effective in relieving the pruritus. 
Although no more meprobamate was taken after the onset the 
rash persisted for a fortnight. After three more weeks a patch 
skin test, done with pure meprobamate kindly supplied by I.C.I. 
(Pharmaceuticals) Ltd., was negative. A further two weeks later, 
after a dose of 200 mg., a similar rash appeared, persisting for 
about 10 days in the groins and genital area, where a little 
hyperkeratosis developed. He had not taken meprobamate 
before, but in the previous year he suffered the typical skin 
lesion associated with carbromal. 
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The features of interest in this case, which is similar to 
those already reported, are that the rash followed the 
second dose with no previous administration, the persistence 
of the rash for a fortnight, the negative patch test, and the 
recurrence of the rash after only 200 mg., proving the 
causal relationship of the drug to the rash. 

In spite of limited use of meprobamate I have treated 
also a patient who rapidly developed severe diarrhoea which 
ceased on withdrawal and recurred when the drug was re- 
started, and another who developed a state of “ drunken- 
ness,” with difficulty in walking and in keeping her eyes 
open. Other toxic reactions have been described; thus 
Scott, Grimshaw, and Molony' drew attention to hypoten- 
sive episodes ; Friedman and Marmelzat’ described cases of 
paradoxical excitement, of palsy of the extraocular muscles 
as well as those with skin lesions. 

The Council on Drugs of the American Medical Asso- 
ciation’ has discussed recently the potential hazards of 
meprobamate : the hypersensitivity reactions, similar to the 
cases described by your correspondents, with also non- 
thrombocytopenic purpura; the acute intoxications, as a 
result of suicidal attempts, which have not been fatal, 
although alarming central depression has occurred with 
coma, shallow respiration, muscular weakness, hypotension, 
and even complete vasomotor and respiratory collapse (see 
also Heberden and Cooper’). In some instances the drug 
has proved to be habit-forming, and withdrawal symptoms 
of convulsion and psychic disturbances have occurred ; on 
the other hand no blood dyscrasia has yet been reported. 
The Council stresses that the number of reactions to mepro- 
bamate is unknown but is probably small. 

In view of these toxic reactions meprobamate should be 
used with caution, but its ultimate place in medicine will 
depend upon further studies of its sedative or tranquillizing 
action, such as those of Raymond’ and his colleagues at 
St. George's Hospital, who showed that it is of no more 
value than a placebo, and those of West and da Fonseca‘ 
at St. Thomas's Hospital, who found no significant difference 
between meprobamate and sodium amylobarbitone.—-I am, 
etc., 

London, W.C.1 A. GORDON BECKETT. 
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Congenital Malaria 


Sir,—Dr. K. J. Atkins’s letter (Journal, August 3, p. 300) 
on the frequency of congenital malaria in Calabar (Nigeria) 
is of interest. Nevertheless it is difficult to reconcile his 
conclusions with the general consensus of opinion of workers 
from tropical Africa. 

The problem of congenital malaria was comprehensively 
reviewed by Covell," who quoted several large series of 
observations from Sierra Leone, Kenya, Belgian Congo, and 
Nigeria totalling 5,324 deliveries with 16 congenital infec- 
tions (0.03%). Thus it appears that transplacental trans- 
mission of malaria from the mother to the child is very 
rare in the indigenous population possessing a substantial 
degree of tolerance to the parasite. This is all the more 
remarkable since malaria infections of the placenta are very 
common (up to 50-74%) in African women. In our own 
series from Lagos* 22% of all placentae from 567 deliveries 
were heavily infected with P. falciparum, but only one new- 
born baby had malaria parasites in the peripheral blood, and 
even this case was not absolutely certain, as it was not 
examined within the same period as the others. 

In assessing the incidence of true congenital malaria (mean- 
ing by this a transplacental infection of the newborn, con- 
firmed within 24 hours after birth by finding parasites in the 
peripheral blood) the frequent heavy infections of the 
maternal side of the placenta may be a source of error. In 
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contradistinction to the African population, congenital 
malaria of non-immunes is not uncommon and may be a 
very real hazard to any baby born from an expatriate mother 
unprotected by antimalarial drugs. Naturally the administra- 
tion of prophylactic drugs to expectant mothers, particularly 
during the last two months of pregnancy, cannot be but 
beneficial in every case, irrespective of the degree of toler- 
ance of the individual concerned.—I am, etc., 
Selsdon, Surrey. L. J. Bruce-Cuwatr. 
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Homoeopathy 

Sir,—Sir Henry Dale’s mention of homoeopathy in his 
Gideon Delaune Lecture on medicinal treatment (Journal, 
August 24, p. 423) repeats an ancient misconception and 
will mislead many doctors who know nothing of the subject. 
The essence of homoeopathy is the simile principle, and 
good homoeopathy can be, and is, practised with doses of 
drugs which are well short of the astronomical dilutions men- 
tioned by the late Professor Clark and referred to by Sir 
Henry. A fairer reference to homoeopathy was made by 
Sir William Osler in his farewell address, entitled “ Unity, 
Peace and Concord,” to the medical profession in the United 
States, from which I quote the following. 

It is not as if our homoeopathic brothers are asleep; far from 
it, they are awake—many of them at any rate—to the impor- 
tance of the scientific study of disease, and all of them must 
realize the anomaly of their position. It is distressing to think 
that so many good men live isolated, in a measure, from the 
great body of the profession. The original grievous mistake was 
ours—to quarrel with our brothers over infinitesimals was a 
most unwise and stupid thing to do. That we quarrel with them 
now is solely on account of the old Shibboleth under which they 
practise. Homoeopathy is as inconsistent with the new medi- 
cine as is the old-fashioned poly-pharmacy, to the destruction of 
which it contributed so much. The rent in the robe of Aescu- 
lapius, wider in this country than elsewhere, could be repaired 
by mutual concessions—on the one hand by the abandonment 
of special designations, and on the other by the intelligent tolera- 
tion of therapeutical vagaries which in all ages have beset the 
profession, but which have been mere flies on the wheels of 
progress. 


It is a matter for regret that so many eminent teachers 
of medicine to-day dismiss homoeopathy with some scoffing 
remark at infinitesimal doses, because those who have learned 
to use the method find it a valuable addition to their 
medicinal armamentarium. To get students and young 
doctors to look into the subject is extremely difficult, because 
their minds have been already closed to it by the ipse dixit 
of high authority.—I am, etc., 

Glasgow, C.3. T. D. Ross. 


Stove-in Chest Injuries 

Sir,—I was most interested in the case of stove-in chest 
injury reported by Mr. L. Henry (Journal, August 10, p. 339) 
and in the subsequent correspondence. Stove-in injuries of 
the chest are not rare, but in the nature of things it happens 
that cases may be admitted as emergencies to any general 
hospital in the country. When A. F. Grant and I reviewed 
the problem’ we felt that open reduction and fixation by 
wiring, after the method described by Coleman and Coleman,’ 
was a logical one which could be applied without fear by 
surgeons who were not especially trained in thoracic methods. 
Subsequent experience has tended to confirm this view, but 
as the injuries produced by a crushing accident are of infinite 
variety there is certainly sometimes a need both for pericostal 
traction and for tracheotomy. 

If I may be permitted one or two further comments, it 
seems to me that pericostal traction has the disadvantage 
that it may have to be continued for two or more weeks 
before sufficient stability of the chest wall has been obtained, 
and published case reports show that it is sometimes difficult 
to obtain satisfactory reduction of the deformity. Instability 
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of the sternum, in my experience, is a less important cause 
of paradoxical movement than the associated rib or costal 
cartilage fractures, and I believe that it is usually better to 
obtain fixation of the ribs rather than of the sternum. I 
would think that plating of the sternum is rather likely to 
cause trouble in the future because of the thinness of the 
overlying skin. The chief advantages of an open surgical 
approach, as Grant and I tried to show," are (1) it is relatively 
simple ; (2) it gives an almost perfect anatomical and func- 
tional result, so that early mobilization is possible if other 
injuries permit ; (3) it is possible to deal effectively with the 
pneumothorax or haemo-pneumothorax which so commonly 
accompanies the rib injury. 

The question of timing of operation is important: it 
should be done as early as possible so as to forestall the 
“ wet-lung ” state. We think that shock is less of a contra- 
indication to operation than it appears at first. It can usually 
be corrected by blood transfusion and by dealing with the 
anoxia which is caused by the paradoxical movement and 
which seems to aggravate shock very markedly. The early 
commencement of positive-pressure anaesthesia—if need be 
for some hours before operation—may be life-saving in these 
difficult circumstances. 

In conclusion, I agree very much with Mr. A. W. Fowler 
and Mr. J. E. Jacques (Journal, September 7, p. 592) when 
they say that stabilization of the loosened portion of chest 
wall is the prime object of treatment. Tracheotomy may be, 
as Mr. J. A. Rhind remarks (Journal, August 24, p. 470), 
dramatically beneficial, but to suggest that it is the only 
treatment necessary seems to me to overstate the indications 
for its use. I think that Mr. Henry is to be congratulated on 
his success in an otherwise hopeless case.—I am, etc., 


Liverpool, 1. B. J. Bickroro. 
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Sir,—One would agree with Mr. A. W. Fowler (Journal, 
September 7, p. 592) that it is gratifying to note the increas- 
ing interest being shown in the treatment of stove-in chest, 
which one hopes will lead to a decrease in the high mortality 
associated with this injury, His assertion, however, that 
tracheotomy is merely a symptomatic treatment, comple- 
mentary to stabilization of the chest wall, and should be 
performed only when the patient has developed a wet lung, 
is to disregard the underlying physiological principles. 

Briefly I would say that tracheotomy diminishes resistance 
to air flow, and also reduces dead-space, thereby increasing 
the effective pulmonary ventilation. The result is a marked 
decrease in the paradoxical movement, eliminating any need 
for operative fixation of, or traction to, the chest wall. The 
tracheo-bronchial tree can also be easily aspirated via the 
tracheotomy tube as frequently as may be necessary, causing 
little disturbance to the patient, and if the tracheotomy has 
been performed sufficiently early this will prevent the forma- 
tion of the wet lung. 

The dangers of tracheotomy as suggested by Mr. Fowler 
relate to cases where the tracheotomy must remain for 
months or years because of lesions of the nervous system, 
as in the article to which he refers.’ A simple aseptic tech- 
nique can easily be developed by the nursing staff, under 
supervision, for the few days during which the tracheotomy 
is required in the stove-in chest injury. 

I have attempted to review elsewhere’ the whole of the 
literature relating to this subject, together with a descrip- 
tion of cases treated by tracheotomy. More recently Gueuk- 
djian’ has also reported the use of this method. Tracheo- 
tomy is a simple, quick, safe, and effective method of 
treating the stove-in chest as opposed to the discomforts 
and dangers associated with any form of fixation of the 
chest wall.—I am, etc., 


Leeds, 9. STANLEY HULMAN. 
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Malignant Change Following Herpes Simplex 

Sir,—In his very interesting article on malignant change 
following herpes simplex (Journal, September 14, p. 615), Dr. 
R. Wyburn-Mason writes: “The pathological changes of 
herpes simplex or zoster and herpetiform lesions are those 
of an inflammation with oedema between the epidermal cells, 
and there is nothing specific about the changes.” 

I would like to point out that the histological changes in 
herpes simplex vesicles are distinctive and diagnostic. 
Acanthosis is followed by a disintegration of the structure 
of the spinal layer due to loss of prickles of the individual 
cell, and fluid from the underlying inflamed corium passes 
into the “dilapidated” epidermis to produce an intra- 
epidermal vesicle. Many epidermal cells also undergo 
“ballooning degeneration” leading to the formation of 
mono- and multinucleated “ balloon cells.” The nuclei of 
many cells show centrally placed eosinophil bodies (Lip- 
schiitz) and margination of chromatin. The vesicles are due 
to the action of herpes simplex virus. Similar changes take 
place in zoster and varicella.—I am, etc., 


London, W.C.2 Henry Haper. 


Sensitization to Tulle Gras Dressing 


Sir,—I entirely agree with the opinions expressed by Dr. 
C. M. Ridley (Journal, May 25, p. 1224) and Dr. W. M. 
Jordan (Journal, September 7, p. 591) regarding sensitization 
to tulle gras. Looking through my records I found eight 
similar cases, all patients with hypostatic eczema whose legs 
had become inflamed after the use of tulle gras dressings. 
In every case patch tests were positive to balsam of Peru in 
paraffin molle flav. and negative to the base alone. Apart 
from its pleasant aromatic smell, balsam of Peru has little 
value. Its limited antiseptic properties do not make tulle 
gras a suitable dressing for infected cases, whereas petroleum 
jelly gauze alone is a safe and suitable application for clean 
ulcers.—I am, etc., 


London, W.1 HAROLD WILSON. 


Blood Group Chimeras: Transplacental Bleeding 


Sir,-Dr. C. C. Bowley and Mr. I. Dunsford (Journal, 
August 17, p. 408), referring to transplacental bleeding, state 
that, as far as they are aware, haemorrhage from mother 
to foetus has not been recognized. It should be pointed 
out that, although spontaneous recognition of this has not 
to my knowledge been reported, there are already several 
experimental studies of the problem, Naeslund and his 
colleagues, '** in three separate studies, transfused ellipto- 
cytes and erythrocytes tagged with **P and **Fe into women 
near term, and Mengert er al.* similarly used sickle-cell trait 
blood and cells tagged with °*Fe, and examined the infants’ 
blood at birth for the presence of the particular cells trans- 
fused to the mother. The radioactive studies did not give a 
definite answer, but the morphological studies, particularly 
those using blood of the sickle-cell trait, supported the 
idea that erythrocytes in small numbers had crossed the 
placental barrier from mother to foetus. With these ex- 
periments in mind I examined the cord blood of a child 
born of a mother with asymptomatic hereditary elliptocy- 
tosis, but found no elliptocytes among the foetal cells. Of 
course, had elliptocytes been present, one would have had 
to wait and see whether the few elliptocytes at birth eventu- 
ally disappeared, thus confirming bleeding from the mother, 
or whether they increased in number, thus indicating in- 
heritance of the trait. Similar data might be sought in 
pregnant women with the sickle-cell trait. 

As to the factors controlling flow through any placental 
defect, the pressure gradient between foetal and maternal 
circulations must obviously be of prime importance, It 
should therefore be remembered that in the resting uterus 
the pressure within the foetal villous vessels is some 30 to 
40 mm. Hg, while in the maternal intervillous lake it is 
less than 10 mm. Hg.* Thus the speculation that the 
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volume of blood flowing from mother to foetus might be 
similar to that in the reverse direction would appear un- 
likely during pregnancy. One must admit, however, that 
during labour these tensions are altered. In a case of severe 
prolonged transplacental bleeding from the foetus, which | 
investigated in co-operation with Dr. Frances S. Graham, 
Dr. Marion C. Miller, and Dr. C. Cameron,* more than 5% 
of the cells in the mother’s circulation were of foetal origin, 
whereas no maternal cells were detectable in the infant. 
The proof of transplacental bleeding from the foetus is 
mainly in the realm of the serologist, but it should not be 
forgotten that the detection of the severe case lies first with 
those clinically responsible for the newborn infant, for it is 
neonatal pallor which is the paramount sign of such an 
event. The detection of an excess of alkali-resistant haemo- 
globin in the maternal blood has also been used as a 
sign of such bleeding, both supported by agglutination 
tests*’ and alone,** but it is well known that this has pit- 
falls, should be interpreted with caution, and should prefer- 
ably be combined with serology. As for morphological 
signs in the maternal blood, normoblasts may occasionally 
be foetal in origin and erythrophagocytosis may indicate the 
presence of incompatible foetal cells," though this sign is 
more frequently associated with the presence of a haemo- 


lytic process affecting the maternal erythrocytes.’*'' 
am, etc., 
Dundee. H. B. GooDatt. 
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and Vosburgh, 


Smoking and Lung Cancer 

Sir,—I find the mental processes of my profession fascin- 
ating, but rather puzzling. Not long ago a condition was 
well known in which statistics showed that cancer often 
occurred at the site of contact with certain products of 
combustion. No one at that time suggested that we should 
search for a genotype or a psychological imbalance which 
should predispose both to cancer and to the adoption of 
the profession of chimrey-sweeping. We have now several 
long and carefully analysed series of observations on experi- 
mental animals of the species concerned, ali pointing to 
the conclusion that smoking in a similar way can cause 
cancer, Would one of those who object to this conclusion 
state what other kind of evidence they consider should be 
sought ?—I am, etc., 


London, W.1. Denis BROWNE. 


Tabulating Data 
Sir,—-I read Dr. C. N. Smyth and Mr. M. N. Bainbridge’s 
paper (Journal, September 14, p. 619) with considerable in- 
terest, having found, in the course of writing a thesis some 
years ago, that an “A.A. mileage chart" system of tabulating 
data similar to that which they describe was the best solu- 
tion to the problem of presenting and analysing a large 
accumulation of data on sweat gland tumours. I used, 
however, a method of detecting the significant elements of 
the table which, though at basis similar to that published, is 
I think rather easier for the non-statistician to follow and 

certainly leads to a less confusing table. 
The primary use of such a table is the detection of un- 
expected associations between pairs of factors, This is 
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most directly done by calculating for each entry in the 
table an “expected” figure—i.e., that which would be ex- 
pected if the association between the two factors was purely 
random (the figure is (Na N»)/N, to use Smyth and Bain- 
bridge’s notation: its calculation is, of course, laborious for 
a long table, but not much more so than the calculation of 
two percentages for each number). By writing the expected 
figure in brackets against the actual figure one can then see 
at once which actual figures are too high or too low. Signi- 
ficance of results is assessed by the fourfold table method: 
after a few trials it soon became obvious what. order of 
difference is likely to prove significant, and only borderline 
cases need to be worked out in detail. Such a table, with the 
significant differences starred, comes to life very rapidly. 
Smyth and Bainbridge’s table is twice the size, and involves 
a great deal of cross reference from one side to the other. 
Its only major advantage seems to be the presentation of 
percentages for all figures, but as most of these are non- 
significant findings few of them are likely to be used.—I am, 
etc., 
Glasgow B. LENNOX. 


Merchant Shipping Medical Scales 


Sir,—In view of the fact that in less than two years I shall 
have completed my first fifty years at sea (about two of 
these as a part-time seaman prior to qualifying in medicine), 
perhaps you will allow me to comment on one or two points 
in Dr. S. D. Karve’s letter on the above subject (Journal, 
August 31, p. 527). Fifty years is a long time to be at sea. 
In fact it is a long time to be anywhere. Dr. Karve has been 
a month at sea, and I doubt whether that is long enough to 
enable one to give a worth-while opinion on some of the 
matters he discusses. Just the same, I think it is a good 
thing for us to hear the views of a newcomer from time to 
time. 

No one among the doctors serving at sea would perhaps 
claim that the selection of medicines and surgical equipment 
could not be improved upon, but at least the error is for the 
most part in the positive direction. There are drugs and 
instruments I have not yet found a use for, but I would not 
go out of my way to interfere with anyone else’s right to 
use them. Though I have no responsibility for the present 
choice of equipment, I can imagine the difficulties which 
have to be faced by those who have to draw up the scales of 
medicines carried. Dr. Karve speaks of a lack of planning. 
I do not like this word “ planning,” but perhaps in time a 
little better integration could be achieved without infringing 
on the rights of interested parties. As regards dispensing in 
rough weather, this is at most a slight inconvenience that 
any ship surgeon learns to get round. In these days many 
of one’s patients are already saturated with tablets of various 
kinds and even antibiotics before they seek advice at all, and 
I do not think the answer is more and more tablets. A much 
more important difficulty in heavy seas is in carrying out 
leucocyte counts, but even this can be overcome, and I would 
rather be isolated at sea without a good deal of my medical 
equipment than without my microscope, which I have carried 
with me since my earliest days at sea. 

I believe few doctors with any real experience of sea life 
would agree with Dr. Karve’s assessment of the dangers of 
operating at sea. No one, of course, should be encouraged 
to operate at sea merely to demonstrate his ability to carry 
out a major operation. This is where a steamship company 
may score by retaining a staff of experienced ship surgeons. 
As a rule the ship surgeon who is confident of his ability to 
operate if things appear to be going wrong will stay his hand 
until it is absolutely necessary to interfere. I have myself 
carried out about thirty major operations at sea, one or two 
of those without any assistance, but the majority of them in 
liners with up-to-date hospital quarters and a trained nursing 
staff. As far as I know, only three of these cases failed to 
make a complete recovery. Nearly forty years ago I had to 
open up a skull with boring instruments supplied by the 
chief engineer and without any assistance. There was no 
evidence whatever of what Dr. Karve describes as “an act 
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amounting to murder.” On the contrary, the man returned 
to duty the following voyage, having in the meantime been 
exhibited to medical students at Liverpool as an example of 
how to act in such an emergency. 

Dr. Karve’s estimate of what can be expected from or 
achieved by a ship surgeon even in a small ship is, I am sure, 
too low. In any case, only the doctor on the spot is in a 
position to say what should be done with a particular case of 
serious illness. He has certain obligations to the company 
paying him, as well as to the patient, and an experienced 
ship surgeon will study the interests of both. In general, I 
think personnel is of more importance than matériel at sea. 
though of course a certain minimum must be set to the 
latter. A permanent ship surgeon familiar with the condi- 
tions at sea and used to improvisations has obvious advan- 
tages over a temporary ship surgeon, provided that he has 
kept up to date in his work. No one has more opportunities 
and time for this than the permanent ship surgeon. _ Per- 
sonally, by reason of my attendance at medical schools and 
hospitals for the past half-century, I have never quite lost 
the feeling of still being a medical student. I am grateful 
to Dr. Karve for bringing up so many interesting points.- 
I am, etc., 


Rustington, Sussex 


G.P. Responsibility in Gynaecology 

Sir,—I would like to comment upon the article on general- 
practitioner responsibility in gynaecology by Mr. J. K. 
Russell and his colleagues (Journal, September 7, p. 558). 
A combined field study by G.P.s and consultants on this 
important subject is, I think, a very good idea. The com- 
ment made that standard textbooks fail to tell the student 
just how much responsibility he can reasonably take in 
general practice is, I think, accurate. It is a constant problem 
to the family doctor in this, as in all other branches of 
medicine, to know when to treat a patient himself and when 
to ask for an expert opinion. By and large rural patients 
prefer to stick to their own doctor, and those in industrial 
towns will think of the hospital more readily in the event 
of illness. Having embarked on treatment the family doctor 
needs experience and clinical acumen in knowing when to 
resort to a consultant. The patient must have the best treat- 
ment and management available. On the other hand, it is 
to my mind most unsatisfactory for a doctor who has been 
trained for six years and then had practical experience as a 
resident in hospital if he is not to shoulder some responsi- 
bility on his own. 

May I now refer to some of the ailments discussed in the 
article ? I think the one absolute indication in gynaecology 
for obtaining specialist aid is post-menopausal bleeding. For 
other cases of abnormal bleeding the doctor can only use 
his own judgment in obtaining further aid. In my opinion 
cases needing hormone therapy are best supervised by the 
consultant, and many too many cases of abortion, both 
threatened and inevitable, reach valuable hospital beds. In 
contrast to the opinion expressed by the authors I think 
that the family doctor is eminently suitable to investigate 
and treat patients with vaginal discharge and pruritus vulvae. 
Some cases will best be treated by surgical measures, and 
these are the ones that the G.P. should recognize and refer 
to the gynaecologist. He should know that discharge is a 
symptom of malignancy. 

Too little stress is laid upon contraceptive advice in the 
student’s training. It is essential to be able to give this. 
The subject should be raised in two situations: (1) at a 
woman's post-natal examination ; and (2) to a couple where 
it is considered there have been too many children born 
too often. Careful explanations will be required to ignorant 
or distrustful patients. The authors do not define infertility. 
I think that if no conception has occurred after at least 
two years where normal married relations have existed, the 
couple will have to seek specialist aid. A family doctor 
should be able to run his own ring clinic for cases of prolapse 
if he so desires. A woman will wear a pessary for her 
prolapse if operative (curative) repair is contraindicated or 
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if, after careful explanations, she would rather not undergo 
these repairs. Thus I cannot agree that “ they ought all to 
be referred for a gynaecological opinion.” 

The perfect G.P. knows something of the subject and he 
has some grasp of his own limitations. This article has 
made me think, though I disagree with much of its substance. 
The G.P. should not be thought of as being only a source 
of reassurance, sedatives, and analgesics, or regarded as a 
mere signpost to out-patients. He can take some responsi- 
bilities. —I am, etc., 


Saffron Walden, Essex. J. D. C. Cook. 


Sirk,—I would like to make some comments concerning 
the article by Mr. J. K. Russell and his colleagues (Journal, 
September 7, p. 558). I believe practitioners have different 
capabilities, and one interested in gynaecology may treat non- 
operative conditions as well as the specialist. Because of 
this it would be difficult and burdensome to the student to 
attempt to define the sphere of the practitioner and specialist 
at an undergraduate level. If the subject is well taught the 
problem will solve itself as the practitioner realizes his own 
ability. The case of vaginal discharge treated in the Royal 
Victoria Infirmary merely reflects the inability of one parti- 
cular practitioner to examine a gynaecological patient. This 
is not a sound argument for the referral of all these cases 
to a specialist.—I am, etc., 


Sidcup, Kent. Epwin C. Woop. 


Insufficiency of Internal Cervical Os 


Sir,—The references given in the interesting letter by Dr. 
H. E. Reiss (Journal, August 24, p. 469) are all dated 1948 
onwards, but it is not scientific to ignore my priority. The 
C.B.C. Bulletin, No. 2, was published in 1930 and reported 
a number of clinical cases recorded by myself of “ Coital 
Interlocking : A Physiological Discovery.” This is reprinted 
and is still obtainable from the Constructive Birth Contro} 
Society at 108, Whitfield Street, London, W.1.—I am, etc., 


London, W.1. Marie C. 


Selection of Medical Students 


Sir,—In your annotation, entitled “ The Student Looks at 
the Curriculum,” in your educational number (Journal, 
September 7, p. 568) you quote, “Students are in general 
satisfied with the methods by which they are selected.” It 
would have been more to the point if the rejected candidates 
for medical schools had been asked if they were satisfied 
with the methods by which they were rejected. 

The number of candidates for medical schools far exceeds 
the number of places they have to offer. The usual method 
of selection is to ask candidates to fill in a simple ques- 
tionary which asks his name, nationality, age, schooling, and 
hobbies. They then appear in front of a board of selectors 
varying from one to six people. On the basis of a ten- 
minute interview the selectors decide whom to accept. How 
does the ten-minute interview work? Are the selectors 
influenced by good looks or height? Is it true that 
an ability to play group ball games is an advantage? Are 
the accepted candidates more intelligent than the rejected 
ones? I would suggest that a study be made of the 
accepted and rejected candidates to see in what ways they 
differ. The qualities that are essential for passing the final 
M.B. examination are an ability to acquire and retain know- 
ledge, and an ability to elicit and correlate facts. It would 
seem desirable to find out which of the candidates have these 
in greatest measure, and give them some preference. 

In my opinion, the present technique for selecting medical 
students is a poor one. It is based on emotion rather than 
reason. It is important to improve this technique ; for the 
simplest and cheapest way of improving the health of the 
country is to improve the quality of the medical student.— 
I am, etc., 


Salford, 8. R. N. Espina. 
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OLIVER ST. JOHN GOGARTY, M.D., F.R.C.S.L 


Dr. Oliver St. John Gogarty died in hospital in New 
York on September 22, aged 79. During an era when 
Dublin glittered even more brightly than usual with an 
array of literary and artistic talent, Dr. Gogarty made 
his own very personal mark as a wit, scholar, surgeon, 
friend of poets and politicians, and finally as a poet, 
writer, and politician himself. 


Oliver St. John Gogarty was born in Dublin on August 17, 
1878, and educated at Stonyhurst College and at Trinity 
College, Dublin, where for four years in succession he was 
gold medallist in English verse. Graduating M.B., B.Ch., 
B.A.O. in 1907, he proceeded to the M.D. in the same year, 
and three years later became a Fellow of the Royal College 
of Surgeons of Ireland. He chose to specialize in diseases 
of the ear, nose, and throat, and at one time had consulting 
rooms in the Harley Street area as well as in Dublin. In 
1914 he was honorary secretary of the Section of Laryngo- 
logy, Rhinology, and Otology at the Annual Meeting of the 
B.M.A., and in the same year he published a paper in this 
Journal on “Latent Empyemata of the Nasal Accessory 
Sinuses.” Among the hospital appointments he held were 
those of visiting surgeon and laryngologist to the Meath 
Hospital and County Dublin Infirmary and laryngologist and 
rhinologist to the Richmond Hospital, of which he was also 
a governor. He was honorary professor of anatomy for the 
Royal Hibernian Academy. During the busiest years of 
his professional life he had a very large practice. 

In his young days Gogarty was a keen and successful 
athlete, being particularly fond of bicycle racing, as readers 
of Tumbling in the Hay will remember. Though he had a 
passionate love for Ireland, Gogarty was never an Anglo- 
phobe and he opposed the Sinn Fein uprising in 1921. Kid- 
napped one night by irregulars, he escaped by diving into the 
Liffey : an outcome of this was his book of lyrical poems. 
An Offering of Swans, published in 1924. In 1922 he became 
a Senator of the lrish Free State and remained one until the 
Free State Senate came to an end in 1936 

A notable member of Dublin society, Gogarty was a 
friend of W. B. Yeats, James Stephens, George Russell 
(“ 4”), James Joyce, George Moore, Arthur Griffith, and 
many others. Yeats encouraged him to write poetry, and, in 
fact, included some of his poems in the Oxford Book of 
Modern Verse. Gogarty figured as Buck Mulligan in 
Ulysses. Of this he said: “I am the only figure in Ulysses 
who swims, shaves, washes his neck, and brushes his teeth.” 

Gogarty’s best-known book, As / Was Going Down Sack- 
ville Street, was published in 1937. One result of this was a 
libel action, which the author lost, £900 damages being 
awarded against him. Tumbling in the Hay (1939) contained 
the highly entertaining reminiscences of his student days : 
in the classic tradition of all such picaresque medical narra- 
tive—from Smollett to Richard Gordon—it possessed a 
somewhat Rabelaisian flavour. In 1940 Gogarty went to live 
in the United States, and there he wrote several novels and 
many short stories, and, in 1954, another book of memoirs, 
it Isn't this Time of Year at All. Besides writing for his 
living, Gogarty lectured extensively while in the United 
States, and in 1953 the Poetry Society of America awarded 
him its gold medal for his services to poetry 

Dr. Gogarty married Martha, daughter of Bernard 
Duane, in 1906. She survives him, together with two sons 
and a daughter. 


HUGH MacLEAN, M.D., D.Sc., F.R.C.P.. MSc. 
Dr. Hugh MacLean, formerly professor of medicine in 
the University of London and director of the clinical 


medical unit at St. Thomas's Hospital, died at North- 
ampton on September 18, aged 78. 
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Hugh MacLean was born at Kincardine, in Ross-shire, on 
April 23, 1879. At the University of Aberdeen, where he 
was a medical student, he came under the notice of the pro- 
fessor of physiology, Dr. T. A. McWilliam, who was an 
associate of Sir James Mackenzie, From an early stage in 
his career, therefore, MacLean was encouraged to concen- 
trate on the physiological aspects of clinical medicine, and 
this was to bear fruit later in the results of his own research. 
Graduating M.B., Ch.B. in 1903, he proceeded M.D., with 
highest honours, in the following year. After working at 
Aberdeen as lecturer in physiological chemistry he was ap- 
pointed to a similar post in Liverpool, where he took the 
degree of M.Sc. in 1910. Two years later he took the D.Sc. 
of London University, Maclean's first post in London was 
that of senior assistant in the biochemical department at 
the Lister Institute of Preventive Medicine. One result of 
his work there was a short book, Lecithin and Allied Sub- 
stances, published in 1918, Shortly before the first world 
war he was appointed chemical pathologist at St. Thomas's 
Hospital. During the war he served with the R.A.M-C. in 
France. Nephritis was a relatively common disease among 
the troops, and, with O. L. V. de Wesselow, MacLean carried 
out a thorough investigation of renal efficiency tests. In 
1919, after his return to St. Thomas's, he published a mono- 
graph on Albuminuria and War Nephritis among British 
Troops in France. In the same year he was appointed con- 
sulting physician to the Ministry of Pensions. MacLean’s 
reputation as a thorough and lucid teacher and a clinical 
research worker of great ability was now established, and 
in 1920 he became professor of medicine at St. Thomas's 
and director of the medical unit at the hospital. In the 
same year he published (British Journal of Experimental 
Pathology, 1920, 1, 53), in collaboration with Professor de 
Wesselow, a famous paper on a new test for renal effi- 
ciency—the urea concentration test. 

In 1922 MacLean was admitted M.R.C.P., and was 
elected to the Fellowship. He gave the Oliver-Sharpey 
lectures at the College in 1926 on “ Carbohydrate Metabol- 
ism in Health and Disease.” Diabetes was one of the dis- 
eases on which he was an authority, and he devised his 
own method for the estimation of blood sugar. He wrote 
a number of monographs for a special series on “ Modern 
Methods,” and among the subjects he chose to review were 
renal disease, diabetes, and digestion and gastric disease. 
In 1923 he was president of the section of pathology and 
bacteriology at the Annual Meeting of the B.M.A., and a 
few years later he served on the Association's Postgraduate 
Committee. He examined in medicine for London 
University, 

MacLean did much for St. Thomas's, where, incidentally, 
he helped to develop the clinic system. In 1923 he was 
instrumental in obtaining the funds which, with the help 
of Sir William Dunn’s generosity, made possible the estab- 
lishment of the Dunn Laboratory at the hospital. During 
a visit to the U.S.A. in 1924 he saw Dr. Richard Pearce, of 
the Rockefeller Foundation, the trustees of which. made a 
gift of £15,000 in 1925 towards the cost of the building of 
the medical unit at St. Thomas's. In 1929 MacLean visited 
Australia and fulfilled his many engagements there with 
characteristic energy. 

In 1931 MacLean had to resign his appointments because 
of ill-health, but he continued to practise off and on, and 
wrote occasional articles for medical journals. For relaxa- 
tion he played golf and fished. He was a first-class shot, 
and shooting was a favourite recreation. He married a dis- 
tinguished member of the staff of the Lister Institute, Dr. 
Ida Smedley, who died in 1944. They had two children, 
a son and a daughter. 


FERRIS N. SMITH, M.D., F.A.CS. 
Dr. Ferris Smith, an American plastic surgeon of inter- 
national renown, died at Grand Rapids, Michigan, on 
September 18, aged 73. 
Ferris N. Smith was born at Pontiac, Michigan, and 
studied medicine at the University of Michigan, where he 
graduated M.D. in 1910. After a short period of practice 
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in Ann Arbor he settled in 1913 in Grand Rapids, where he 
was surgeon to the Blodgett Memorial Hospital. Ferris 
Smith came to London during the first world war and gave 
his invaluable help to those who were then developing the 
treatment of war injuries by plastic and reconstructive sur- 
gery. After holding a commission in the R.A.M.C. he 
returned to the U.S.A. and became one of the founders of 
the specialty of plastic surgery in North America, 


We are indebted to Sir Haro_p Giities for the following 
appreciation: Ferris Smith came to our first plastic hospital, 
The Queen’s, Frognal, Sidcup, soon after it was built in 
August, 1917. As an American surgeon au fait with the 
plastic work of that country and brimming over with 
enthusiasm and charm, it was easy for him to slip on to our 
surgical staff. He was given the honorary rank of captain, 
R.A.M.C. Heavy and many jaw and face injuries, literally 
thousands of them, were awaiting the solution of the 
problems of their restoration. Many revolutionary methods 
of repair were at that time going through trials and tribu- 
lations, and Ferris’s judgment and sound common sense 
were a great asset in the solid foundation of our specialty. 

It can be said with pride that the plastic surgery of to- 
day, here and in the U.S.A., indeed in the world, is largely 
based on the principles worked out by the mixed band of 
surgeons of which Ferris Smith stood out as a notable con- 
tributor. On return to the U.S.A. at the end of the first 
world war he brought home so many new experiences and so 
much clinical material in records that his writings and lec- 
tures won general commendation: so much so that with the 
aid of Vilray Blair, Eastman Sheehan, and others a veritable 
wave of plastic surgery started in the U.S.A. Our surgeons 
were often invited over for demonstrations and lectures to 
further the good cause. On such a visit one of the chief 
joys was to stay with Ferris and his wife Florence at Grand 
Rapids. Sad indeed to relate that, while nursing the uncon- 
scious Ferris at his lakeside home at Elk Rapids, Florence 
herself, a few weeks ago, dropped dead of a coronary 
thrombosis. 

Of his many publications, not only does his book Plastic 
and Reconstructive Surgery (1950) stand as a lasting monu- 
ment to his technical work, but he will also be remembered 
for his efforts in support of the American societies of 
plastic surgery, and above all in the establishment of the 
American Board of Plastic Surgery, whose chief function 
is to set and maintain a high standard of plastic surgery. 

One of my hopes was that Ferris would live to read and 
enjoy my own recent book, which contained many references 
and tributes to his work. Alas, the autographed presentation 
copy lies unopened by his bedside. Ferris was a very force- 
ful character: a fast driver himself, he hated being passed 
by another car, and jibbed quite a bit if crossed in argument 
about the relative merits of methods, surgeons, or political 
beliefs. It would be a long evening ahead if the subject 
turned to politics, about which Florence also had strong 
views. But both were ever eager to help any friend, and 
their pushful influence had much to do with my own career, 
for which I pay glad tribute. This delightful couple had no 
children, but a special message of sympathy goes out to his 
devoted secretary Miss Kay Richard. 


HERBERT CAIGER, M.B., F.R.C.S., D.O. 
Mr. Herbert Caiger, formerly ophthalmic surgeon to 
the Wharncliffe Pensions Hospitals, Sheffield, died at 
Banstead, Surrey, on September 18, aged 91. 

Herbert Caiger was born on August 12, 1866, at Lee, 
in Kent, From University College School he went on to 
University College Hospital, qualifying in 1890 and gradu- 
ating M.B. of London University two years later. After 
holding the post of house-surgeon at University College 
Hospital he took the F.R.C.S. in 1891 and spent two years 
as a house-surgeon at the Royal London Ophthalmic 
Hospital. 

In 1894 Mr. Caiger went out to South Africa and first 
practised at Jacobstaal, O.F.S., and then for 17 years at 
Burghersdorp, Cape Province. He won a well-deserved 
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reputation as a physician, published his clinical observa- 
tions in a number of papers, and in 1912 was elected 
president of the section of medicine at the annual medical 
congress held in South Africa. Returning to England in 
1914, he took the Diploma in Ophthalmology at Oxford 
and went into practice in Sheffield as an ophthalmic surgeon. 

During the first world war Mr. Caiger was visiting civil 
surgeon attached to the Wharncliffe War Hospital, Sheffield, 
and after the war he published a paper reporting the results 
of 700 ophthalmic examinations of ophthalmic pensioners. 
A very active supporter of the B.M.A., of which he was a 
member for 63 years, he was chairman of the Sheffield 
Division in 1921, and served on a number of the Associa- 
tion's committees—including the Committee on Miners 
Nystagmus. He was vice-president of the Section of 
Ophthaimology at the Annual Meeting in 1928. He had a 
profound faith in Christianity and in recent years had drawn 
the attention of his colleagues to the significance of St. 
Luke’s Day in a number of letters to this Journal. In 1922 
he contributed a long, thoughtful, and helpful letter to this 
Journal on the subject of the radical prevention of venereal 
disease: this he wrote from the point of view of a “ moral 
idealist.” 

Mr. Caiger retired in 1943, and had been living in Ban- 
stead for the past ten years or so. At the time of his death 
he had been a Fellow of the Royal College of Surgeons for 
over 66 years and then was among the most senior of the 
Fellows. 

Dr. H. Brown writes: To many of his former colleagues 
and personal friends in Sheffield the death of Mr, Herbert 
Caiger recalls happy memories. I had known him since 
he came to Sheffield as an ophthalmic surgeon, after a 
period of practice in South Africa, and can speak especially 
of his long and active interest in the British Medical Asso- 
ciation. When invited, in 1921, to become chairman of the 
Sheffield Division, Mr. Caiger protested, as one would 
expect, that he had not been long enough in the city to 
deserve the honour, and that there were others who should 
come before him. The members, however, thought other- 
wise, and found in him a very active and able chairman. At 
the A.R.M. Caiger was a familiar and popular figure, repre- 
senting the Division eleven times between 1921 and 1939; 
while for many years he was a most helpful and stimulating 
member of the’ borough council and of the divisional 
executive. Though Mr. Caiger’s general political outlook 
led at times to disagreement with B.M.A. policy, he would 
always loyally support decisions once arrived at. A deeply 
religious man, he was a devout Churchman, and as a 
preacher he often occupied local pulpits. His generosity 
was outstanding, and for many acts of kindness he will be 
remembered with gratitude. To me it has been a privilege 
to know Herbert Caiger well, and to have enjoyed his 
friendship. 


VERA NORRIS, Ph.D., M.B., Ch.B. 


Dr. Vera Norris, who died on September 16 at the age 
of 37, had already achieved a reputation for her work in 
medical statistics before illness began to curtail- her 
activities four years ago. 


From Mary Datchelor School Vera Norris went on to 
study medicine at the University of St. Andrews, where she 
graduated M.B., Ch.B. in 1944. After house appointments at 
the Dundee Royal Infirmary she served in the Indian Army 
Medical Corps between 1945 and 1947. Returning to 
England, she went to Birmingham University with a Hailey 
Stewart Research Fellowship, and received her training in 
medical statistics under Professor Lancelot Hogben, F.R.S. 
From 1949 to 1951 she was senior statistical officer to the 
Birmingham Regional Hospital Board and lecturer in medical 
statistics at Birmingham University, which awarded her the 
degree of Ph.D. Her stay in Birmingham covered a period 
of change in the health services occasioned by the National 
Health Service Act of 1948, and she made important con- 
tributions to the statistical planning for the region, publish- 
ing an article on the subject in this Journal. 
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In 1951 Dr. Norris joined the Institute of Psychiatry at the 
Maudsley Hospital as lecturer in Professor Aubrey Lewis's 
department, and began to devote herself almost exclusively 
to problems of mental health. The results of her main 
investigation will shortly appear as No. 6 in the Maudsley 
Monograph Series, with the title of Mental Iliness in 
London. She collaborated with her clinical colleagues in a 
number of studies on the outcome in schizophrenia and the 
senile psychoses and the length of stay in hospital of patients 
with these disorders. She was a valued member of the 
Registrar-General’s Statistical Committee. 

Vera Norris was plentifully endowed with the rare capacity 
for clear thinking, which manifested itself throughout her 
work. Moreover, she had energy, the ability to go straight 
for her main goal, and the power of lucid and forthright 
expression. She never lost sight of the people about whom 
she collected statistics, and her strong sense of social justice 
provided inspiration for the work she did. When she knew 
that time was against her, she moved with her husband, Dr. 
Donald Mackay, and their small son to the hospital in Inver- 
ness to which he had been appointed in order to devote her- 
self to the tasks of a wife and a mother. But she found her- 
self unable to neglect her professional interest entirely and 
assisted the regional board there in its statistical work until 
she was unable to carry on any longer. 

Those who have known Vera Norris at various periods of 
her life will probably prefer to recall her best as a gay and 
vivacious member of an Army mess in India, where her 
humour, honesty of purpose, and candour without malice 
earned her lifelong friends—as was to happen over and over 
again wherever she moved in the course of her work. 

D.L.D. 


JAMES MACKINNON, D.S.O., M.B., Ch.B. 


Dr. James Mackinnon, who practised in Sheffield for 
many years, died on September 8 at the age of 80. 
Although he had retired from practice for some years, 
his influence remained a powerful force among his 
colleagues. 


James Mackinnon was born in Glasgow on October 26, 
1876, and was educated at Allan Glenn's School and Glasgow 
University, graduating M.B., Ch.B. in 1900. As an under- 
graduate he represented the university in swimming, and his 
team were the champions in. the inter-university aquatic 
sports in 1899. He became a house-physician and later a 
house-surgeon at the Victoria Infirmary in Glasgow, and 
was then resident physician at the Leith Fever Hospital. 
He started in private practice as an assistant in West Hartle- 
pool, but moved to Sheffield in 1903, first as an assistant to the 
late Dr. Longbottom in the Pitsmoor district of the city, with 
whom he later entered into partnership, ultimately succeed- 
ing to the practice. He very soon impressed his forceful 
personality and high ideals on his medical colleagues. His 
erect figure and handsome mien madg him conspicuous in 
any company. He was an excellent clinician, and often it 
was the consultant who learnt something when meeting him 
at a case, rather than the reverse. It was also always very 
obvious that his patients had the most implicit faith in any 
advice he gave them, and he never spared himself on their 
behalf 

In 1912 he joined a local field ambulance as an officer in 
the Territorial Army, and, as in everything he undertook, 
immediately began to make himself as efficient as possible. 
He went to France in March, 1915, as the second in 
command of the 1/3 West Riding Field Ambulance, which 
was one of the three attached to the 49th Division. Later 
in the year he was given the command with the rank of 
lieutenant-colonel, and remained as such until March 1, 1918, 
when he was appointed A.D.M.S. to the 66th Division. On 
August 14, 1916, he was awarded the D.S.O. for an out- 
standing contribution to the improvement of camp sanita- 
tion. The first world war was static for many months, and 
the 1/3 West Riding Field Ambulance remained stationary, 
four miles behind the front line, for nearly a year. In addi- 
tion to the usual work of establishing first-aid posts, the 
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evacuation of sick and wounded, and supplying regimental 
medical officers when necessary, the ambulance had to estab- 
lish a field hospital for the admission and treatment of cases 
of scabies. Several hundreds of these men might need a few 
days’ treatment, at any one time, before being returned to 
their units. The disposal of excreta and the supply and main- 
tenance of a sufficient and efficient supply of hot water for 
baths became a very urgent problem, which Mackinnon 
solved by constructing an incinerator serving both purposes. 
When an Old Comrades’ Association was formed in con- 
nexion with the local R.A.M.C. Territorial units in Sheffield, 
he was elected president. The association met for an annual 
dinner every year since, except during the second world war, 
and the president missed only one dinner. 

As a soldier and also in civilian life, James Mackinnon was 
a stern disciplinarian, and, being a born leader, would not 
tolerate slackness. He saw clearly, and, unlike the politician 
with his eye fixed on the next election, had the statesman’s 
vision of the effect which any action might have on the next 
generation. His sincerity, integrity, moderation, and 
tolerance of the other man’s point of view was such that he 
was elected chairman of the local medical and panel com- 
mittee from 1924 until the National Health Service was in- 
augurated in 1948. He had been chairman of the Sheffield 
Division of the British Medical Association and also chair- 
man of a National Service Medical Board from 1939 to 1952. 
The leader of almost every deputation from the British 
Medical Association when interviewing the local authority, 
he could be relied upon to put the medical case before the 
meeting with moderation and effect. His wisdom, breadth 
of vision, and willingness to sacrifice himself for the Asso- 
ciation were manifest throughout his working years. Men 
trusted him. Two of his professional colleagues and neigh- 
bours write: “ We have known him for thirty years as a 
friend and fellow practitioner. As newcomers to practice 
in the locality we still treasure the memory of a warm wel- 
come and the generous hospitality we received from him and 
his charming, gifted wife. His honesty and sincerity were 
always manifest in his readiness to help young practitioners 
in their difficulties. The ideals he followed in his own prac- 
tice and the standard he set himself were an inspiration to 
all.” 

In spite of his professional work, Jimmy Mackinnon 
managed to lead an athletic open-air life almost to the end, 
and he had no use for the man who did not play to win. 
He was a founder member of the Sheffield Medical Golfing 
Society—-in fact the idea originated with him. A _ keen 
curler, he was skip of the rink of the Sheffield Curling Club, 
which takes part in national competitions. For seven years 
he was president of the Caledonian Society of Sheffield. He 
held strongly to the Presbyterian faith and was a deacon of 
his church. It can be truly said: he knew himself, he knew 
men, he knew his God, and lived his religion. We in 
Sheffield have been fortunate in having James Mackinnon 
working among us since 1903. Like a true leader he multi- 
plied his life by developing young men to follow in his foot- 
steps. To them he always gave recognition and generous 
credit for their achievement. To his wife and family we 
extend the deepest and most sincere sympathy in their 
bereavement.—J. A., J.C., J. M.P. 


OSCAR OLBRICH, Ph.D., F.R.C.P.Ed. 


The obituary of Dr. Oscar Olbrich was printed in the 
Journal of September 14 (p. 648). 


W.H. L. writes : I did not become closely associated with 
Oscar Olbrich until 1950, when, knowing nothing of 
geriatrics and only a little of the man, I had the good 
fortune to become his registrar. I did not know then that 
I was to work with him for the next four years. It was 
typical of him that, aged 50 and a newcomer to the land, he 
should take on a classic, chronic provincial institution and 
know that within five years he would make it into a hospital 
for people of pensionable age and over, with standards of 
diagnosis and treatment comparable to any teaching hos- 
pital. This, I think, was his greatest work. 


fal 
! 
4 
4 


SeprT. 28, 1957 


He was blessed with a glorious sense of humour and of 
the ridiculous and a genuine love and understanding of man- 
kind: he could extract from the most unlikely human 
material the best that was in them plus something else. As 
a teacher he was outstanding, and many people owe their 
Memberships to him. 

He was a dominating personality, liking above all to set 
people thinking and to provoke discussion. His intellectual 
restlessness and impatience with anything or anyone he con- 
sidered mistaken or artificial often prompted him into making 
remarks or asking questions regard!ess of the social circum- 
stances. In the ensuing confusion he would remain 
apparently unembarrassed, and “the cap” generally fitted 
well. Such a man, of course, is at times awkward company 
for the ordinary run of people, and his motives were some- 
times misunderstood. He was a most tolerant man capable 
of the greatest kindliness and sympathy : he never refused 
to give help when it was needed and would go to enormous 
lengths. 


Sir CHARLES READ, P.R.C.O.G., M.B., F.R.CS. 
F.R.C.S.Ed., F.R.A.C.S. 

The obituary of Sir Charles Read was printed in the 

Journal of August 31 (p. 529). 

W.R. writes : Sir Charles Read succeeded Bright Banister 
at the Northwood, Pinner and District Hospital in 1932, and 
began a long and happy association with that hospital. He 
got through twice as much work as the average surgeon with 
half the toil. Like his brain, his work was swift and accurate. 
It has been said that the best way to find out about a 
surgeon's quality and character is to ask his house-surgeons. 
They will usually be devastatingly frank. I think a better 
method is to inquire among the body of men who send the 
surgeon their cases : they are surely more mature and critical 
assessors. No man showed more attention and kindness to 
the doctors who brought him their work. Read entered at 
once into a partnership with the doctor, which is an art in 
itself not given to many. All of us who worked with him 
at Northwood for so many years will remember the reports 
he sent us about our cases, his prodigious memory, and his 
punctuality. If ever problems arose with patients, Charles 
Read was always ready to meet a further opinion—perhaps 
the best and most generous quality of all, but he had so many 
fine qualities that it is difficult to single them out. He made 
many friends everywhere, and I am sure no lasting enemies. 
When the great Treves died over thirty years ago, Thomas 
Hardy wrote words that apply to Sir Charles Read to-day : 

“A marvellous deftness called you forth—to do 
Much that was due. 
Good. You have returned. And all is well.” 


Medico-Legal 


DEATHS FROM WASP STINGS 

Two recent cases of death by misadventure in consequence 
of a wasp sting have come before the coroners’ courts. On 
September 13 an inquest was held at Guildford on a married 
woman of 56 who was said to have died from shock after 
being stung by a wasp. The woman’s husband said that 
she had been twice stung before and each time had had a 
fainting turn. Dr. David Haler, pathologist, said the sting 
had penetrated a superficial vein in the woman's arm. She 
had been sensitized by the previous stings and she had died 
from severe shock in response to this one. The second case 
was of a married woman aged 52, and she died within five 
minutes of being stung. Her husband said that she was stung 
on the third finger of her left hand. She had been stung 
previously, and on that occasion she fainted twice and was 
ill for several days. Dr. M. Symons, pathologist, said death 
was due to anaphylactic shock and it was possible that the 
sting had pierced a vein. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending September 7 
(No. 36) and corresponding week 1956. 


Figures of cases are for the countries shown and London administrative 


county Figures o 


t deaths 


and births 
England and Wales (London included), 
17 principal towns in Scotland 


and the 14 principal towns in Eire 
A blank space denotes disease not notifiable or no return available 
The table is based on information supplied by the Registrars-General of 
Ireland, and Eire, the Ministry of Health 


England and Wales 


Scotiand, N 


are for 
London 


the 


great 
admin:strative county 
the 10 principal towns in Northern Ireland, 


towns in 


tne 


and Local Government of N. Ireland, and the Department of Health ot Eire. 
in Countries Te ianlsif 
Diphtheria oe 1 0 7 0 4 0 10 0 ! 
Dysentery | 220 28 136 10) 146 13 
Encephalitis, acute 2 1 0 2 | 0 
Enteric fever: | 
Typhoid 6 0 1 15) 3 5 
Paratyphoid 12 0 2 0) 1 3(B) 
Food-poisoning . 223, 2 3 189 «16 
Infective enteritis or | { 
diarrhoea under I 
2 years 6 28 | 
Measles * “2,073 28, 26 8] 1,092; 104 63 34 28 
Meningococcal in- | 
fection 7 6p 1 27 15 2 
Ophthalmia neona- 
torum 20 2 1 0 23) 1 5 0 
Poliomyelitis, acute: 
Paralytic 37 4 } 
Non-paralytic .. 121 6 13; 4 68 6 
Puerperal fever$..| 218 41, 6 1 208, 44, 3 
Scarlet fever 272; 18, Si, 14 253} 2 72) 8 9 
Tuberculosis : | 
Respiratory .. $02; 45 118; 22 509, 85, 116) 28 
Non-respiratory | 69, 4) 76} 6 0 
Whooping-cough.. | 1,013 75, 97, 2 25] 2.315 179 336 16 34 
1957 1956 
13 = = 5 = 
as 3 i Zia us 4 Zz ~ 
Dysentery 0 0 0 0 0) 0 
Encephalitis, acute | 0 0 | ol 0 
Enteric fever | 0 0) 0 0 1 0 0 0 
Infective enteritis or } 
diarrhoea under 
Measles 0 0 0 0 0 
Meningococcal in- | 
fection 0 3) | 0 0 
Pnesmonia 977) 12) 11) 10, 4] 29) 9 
Poliomyelitis, acute | $s; 2 0 0 Oo 2 1 i 
Scarlet fever 0 0, 0} 0 0}; 6060 0 0 
Tuberculosis : | | 
Respiratory } 6 6 1 2 } 7 10) 4 
Non-respiratory | 0 0 0) 0 1 0 
Whooping-cough al 0 0 0 0 Oo 2; Oo 0 0 0 
Deaths year... | 205, 22) 35| 15] 190) 24 25, 8 
Deaths (excluding j 
stillbirths) | 4,689 668) $29 94/154] 4,656, 644) 512) 82) 138 
LIVE BIRTHS .. | 7,656 1124) 894/ 204] 383] 7,419 1126) 876 191) 431 
STILLBIRTHS.. | 208 21 2% 14 


* Measles not notifiable in Scotland, whence returns are approximate 
? Includes primary and influenzal pneumonia 
§ Includes puerperal pyrexia. 
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Vital Statistics 


Influenza 

Deaths from influenza in the great towns in the week end- 
ing September 14 were as follows, with the figures for the 
previous week in parentheses: England and Wales 47 (8), 
Scotland 1 (0), Northern Ireland 0 (0), and Eire 0 (0). Towns 
with more than one death from influenza were as follows: 
Sheffield 7, Burnley 4, Birmingham 3, Dudley 2, West 
Bromwich 2, and London 3. 

The regional distribution of deaths from all causes, 
influenza, pneumonia, and bronchitis in the 160 great towns 
for the week ending September 14 was as follows: 


Region AllCauses| Influenza Pneumonia] Bronchitis 

Northern 291 4 1s 8 
E. and W. Ridings 618 14 sO 19 
North-western 829 14 65 50 
North Midland 287 3 9 & 
Midland 434 7 13 18 
Eastern 226 1 9 7 
London and S.E. (including 

Greater London) 1,530 4 68 43 
Southern 195 0 
South- western 228 0 10 3 
Wales 143 0 7 4 


| 


The age distribution of the 47 deaths in England and 
Wales was as follows: under 1, 1; 1-4, 1; 5-14, 8; 15-24, 
3; 25-34, 1; 35-44, 3; 45-54, 6; 55-64, 8; 65-74, 12; 75 
and over, 4 

Notifications of pneumonia in England and Wales for the 
week ending September 14 showed an increase of 127 over 
the previous week. In the 160 great towns, during the same 
period, pneumonia notifications increased by 85, pneumonia 
deaths by 68, influenza deaths by 39, and bronchitis deaths 
by 30. Weekly new claims on Ministry of Pensions and 
National Insurance rose by 32,171 to 168,341. 


Poliomyelitis 


The incidence of poliomyelitis again sharply declined. 
Notifications (uncorrected) in England and Wales in the 
week ending September 14 were as follows, with the figures 
for the previous week in parentheses: paralytic 116 (158), 
non-paralytic 84 (121), total 200 (279). Total cases in Scot- 
land were 13 (12), Northern Ireland 18 (13), and Eire 6 (4). 

In Yorkshire West Riding 16 cases were notified (Leeds 
C.B. 10). The outbreak in Kent continued with 15 cases 
(Broadstairs and St. Peter's U.D. 2, Sevenoaks R.D. 2), while 
in Essex 14 cases were notified (Southend on Sea C.B. 2, 
Harlow U.D. 2, Thurrock U.D. 2). In Lincs (Lindsey) 7 cases 
were notified (Lincoln C.B. 3), and in Warwickshire 6 cases 
(Birmingham C.B. 3). The 15 cases in London were spread 
over 10 boroughs, none with more than 2 cases. 

Of the 18 cases in Northern Ireland, 6 were notified from 
Belfast C.B. and 5 from County Antrim. 


Week Ending September 14 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 323, 
whooping-cough 771, diphtheria 2, measles 1,237, acute 
pneumonia 333, dysentery 213, paratyphoid fever 15, typhoid 
fever 4. There were 47 deaths from influenza in the 160 
great towns, as compared with 8 the previous week. 


Infectious Diseases 


With the exception of measles only small changes 
occurred in the trends of the notifications of infectious 
diseases in England and Wales during the week ending 
September 7. The largest falls were 932 for measles, from 


3,005 to 2,073, 43 for food-poisoning, from 266 to 223, and 
28 for acute poliomyelitis, from 307 to 279 ; the largest rises 
were 27 for scarlet fever, 245 to 272, and 22 for acute 
pneumonia, from 184 to 206. 
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The largest declines in the incidence of measles were 116 
in Yorkshire West Riding, from 263 to 147, 71 in Dorset- 
shire, from 120 to 49, 68 in Leicestershire, from 163 to 95, 
and 64 in Somersetshire, from 109 to 45. Only small fluctua- 
tions were reported in the local trends of scarlet fever. 1,013 
cases of whooping-cough were notified, being 3 more than 
in the preceding week. The largest variation in the local 
returns of whooping-cough was an increase of 34 in York- 
shire West Riding from 41 to 75; this rise was mainly due 
to an outbreak of 21 cases in Thorne R.D. Only | case of 
diphtheria was notified compared with 6 in the preceding 
week. 

The notifications of dysentery numbered 220, 4 fewer than 
in the preceding week. The chief centres of infection were 
Lancashire 51 (Liverpool C.B. 15), Yorkshire West Riding 
49 (Leeds C.B. 25), and London 28. 

Of the 7 cases of diphtheria notified in Scotland, 5 were 
reported from Glasgow. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1948-56 are shown thus ------ , the figures for 
1957 thus Except for the curves showing notifica- 
tions in 1957, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Medical News 


American Report on Common Cold Vaccine.—The New 
York Times of September 19 quotes Dr. WINSTON H. PRICE. 
Ph.D., of Johns Hopkins University, as claiming that he has 
developed “the first successful vaccine against a major 
common cold virus.” Dr. Price’s appointment is given as 
director of the division of medical ecology at the University’s 
School of Hygiene and Public Health. The same issue of 
the New York Times contains a three-column scientific paper 
on the preparation and trial of the vaccine. This paper is 
stated to be “the text of the article written by Dr. Winston 
H. Price for the September issue of the Proceedings of the 
National Academy of Sciences.” The vaccine—a killed one 

was made from a “common-cold”™ virus isolated by Dr. 
Price and named J.H. virus (after Johns Hopkins), which 
proved able to grow in tissue culture. The vaccine trial 
was controlled and blind. An upper respiratory infection 
attacked a group of 100 children, living under the same roof, 
some five weeks after their second inoculation. J.H. virus 
was recovered from two cases, but not streptococci, adeno- 
viruses, Coxsackie or influenza viruses. Three of the 50 
children who had had the vaccine developed respiratory 
symptoms, compared with 23 of the 50 controls ; 20 of the 
children with symptoms showed a rise in antibody titre to 
the J.H. virus. The virus is being studied in Britain at the 
Medical Research Council's common cold research unit. 
Work on it began there about three months ago 


New Surgical Block at Guy'’s.—We illustrate on this page 
an artist’s impression of the new surgical block at Guy’s 
Hospital, for which the building contract was signed this 
week. Clearing of the site, to the east of the hospital, is 
already well forward, and building is expected to begin very 
shortly. The new block will have eleven stories. On the 
lower ground floor, there will be a deep-x-ray department 
and a central sterilizing department for the whole hospital : 
on the ground floor the hospital’s main casualty department 
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with four theatres ; on the first floor eight main operating 
theatres, cystoscopy and plaster theatres, and a clinical 
lecture theatre: on the second floor, office, laboratory, 
teaching, and some residents’ accommodation ; on the third 
to the ninth floors there will be wards providing 378 beds. 
The new block is the first major step in the rebuilding of 
Guy's. The block will take about three years to complete 
and its overall cost is put at over £2.25 million. The 
architect is Mr. A. S. Gray, F.R.1.B.A. ; Mr. Paur G. Burt, 
of Chicago, is associate consulting architect to the board of 
governors. The latter was appointed because the height 
of the block—*the first semi-skyscraper hospital to be 
built in this country”’—presented special problems. A full 
account of the new block is given in the September 14 issue 
of Guy's Hospital Gazette. 

Oliver Bird Trust.—In July, 1957, a charitable fund was 


established with the title of the Oliver Bird Trust, the 
trustees being Mrs. M. A. Pyke, The Hon. Mrs. BURRELL, 
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and Dr. A. S. Parkes, F.R.S. The Trust has as its object 
the advancement of knowledge of methods of fertility con- 
trol with special reference to the promotion and provision 
of facilities for tests and clinical trials of systemic methods 
of contraception as they become available, and in the mean- 
tume for the improvement of locally acting spermicides. The 
office of the Trust is at 64, Sloane Street, London, S.W.1 
(tel.: Sloane 0451). Immediate steps being taken by the 
trustees include: 


(1) The offer in each of the next five years of an Oliver Bird 
prize for laboratory or clinical work bearing on the control of 
conception. The prize will consist of a cash award of not less 
than £250 and the Oliver Bird medal for the year. The first 
prize will be offered for award early in 1958, and application 
should be made not later than December 31, 1957. An announce- 
ment to this effect and a statement of the conditions of the award 
is being widely distributed. 

(2) The arrangement annually of two Oliver Bird lectures: 
(a) A “ background” lecture, given with the aim of promoting 
in medical and scientific circles recognition of the importance of 
investigating fertility control; (b) a “ technical” lecture, to be 
sponsored by the Society for the Study of Fertility, dealing with 
the scientific aspects of the technical problem. 

The first of the technical lectures will be given on November 6 
by Dr. T. Mann, F.R.S., on “ The Biochemical Basis of Spermi- 
cidal Activity.” 

(3) The setting up of a Council for the Investigation of Fer- 
tility Control, which will work in conjunction with the Family 
Planning Association and will be responsible for organizing tests 
and clinical trials in this country and elsewhere. 


Chartered Society of Physiotherapy.—The annual con- 
gress dinner of the Chartered Society of Physiotherapy took 
place at the Park Lane Hotel, London, on September 19, 
with the president of the Chartered Society, Sir Ceci 
WaAKELEY, Bt., in the chair. The principal guest was Dame 
deputy secretary, Ministry of Health, 
who proposed the toast of the Chartered Society and its 
founders. Dame Enid, though pleading ignorance of her 
subject, showed much insight into the affairs of the pro- 
fession of physiotherapy and stressed that one of the sig- 
nificant things in its history was that it began on an admir- 
ably ethical foundation. Dilating on the present need for 
the team to take on responsibilities that once belonged 
to the individual, Dame Enid told her audience that their 
place in the health team was a most valuable one, The 
vice-chairman of the council of the Chartered Society, Miss 
Sypi M. Evans, responded. Physiotherapy, she said, was 
the oldest of the ancillary professions and the Chartered 
Society now had 15,000 members in all parts of the world 
on its roll. She expressed alarm, however, that because of 
the present grave shortage of teachers standards could not 
be maintained. Sir Ceci. WAKELEY welcomed the many dis- 
tinguished guests present, on whose behalf Lieutenant- 
General Sir ALEXANDER DRUMMOND, Director General, 
Army Medical Services, replied. In doing so he empha- 
sized the importance of physiotherapy in the armed 
Forces. 


New Members of the Medical Research Counci!l._-The 
Committee of the Privy Council for Medical Research, after 
consultation with the Medical Research Council and with 
the President of the Royal Society, have appointed 
Professor A. A. Mikes, professor of experimental pathology 
in the University of London and Director of the Lister 
Institute of Preventive Medicine, and Professor C. H. 
Sruart-Harris, Sir George Franklin professor of medicine 
in the University of Sheffield, to be members of the Medical 
Research Council. 


Army Medical Advisory Board.—The War Office 
announces that Professor JoHN Bruce, Regius professor of 
clinical surgery at Edinburgh, has been appointed a mem- 
ber of the Army Medical Advisory Board. The composi- 
tion of the Board is now as follows: president, Lieutenant- 
General Sir ALEXANDER DRUMMOND; chairman, Lord 
Moran ; members, Dr. E. R. BoLANb, Sir ARTHUR PorRITT, 
Dr. E. R. CULLINAN, and Professor JOHN BRUCE ; secretary, 
Colonel D. M. AHERN. 


= 
4 
ohn 
(By permission of Guy's Hospital Gazette f ? 


774 Sepr. 28, 1957 


COMING EVENTS 


Proteins.—The Nutrition Society will hold a symposium 
on the “ Nutritive Value of Proteins” at the Royal Free 
Hospital School of Medicine on October 12. Full details 
from Miss D. F. Hollingsworth, c/o Ministry of Agriculture, 
Great Westminster House, Horseferry Road, London, S.W.1. 

British Association of Physical Medicine.—1958 annual 
meeting, April 25 and 26, 1958, at Royal Free Hospital, 
Gray's Inn Road, London, W.C.1. Members wishing to read 
a paper or show a film should submit the title (and in the 
case of papers an abstract) by November 30, 1957, to the 
secretary of the 45, Lincoln’s Inn Fields, 
London, W.C.2. 

Sheffield University Medica! Faculty —Dr. T. F. Fox will 
give the opening sessional address at 5.0 p.m. on October 
10 in the Firth Hall of the University. His subject will be 
“ Pride and Prejudice.” 

Royal Free Hospital School of Medicine.-Mr. Justict 
Lioyp-Jacos will give the inaugural address at 3 p.m. on 
October 4 at the Senate House, London University. 


“The Needs of the Mentally Sick—A Challenge to 
Youth.”—-Conference on mental nursing as a _ career, 
arranged by the National Association for Mental Health, 
October 17, at York. Open to the public ; details from the 
secretary of the association, 39, Queen Anne Street, London, 

Faculty of Radiologists—Provincial meeting, Liverpool, 
October 5. Details from the secretary, Faculty of Radio- 
logists, 45, Lincoln's Inn Fields, London, W.C.2. 


Middlesex Hospital Medical School.—* Refresher Course " 
for old Middlesex men October 4-6, annual dinner 
October 4. Details from the secretary of the School. 


Medica! Protection Society.—Annual meeting, October 2, 
at 3 p.m. at Victory House, Leicester Square, London, 
W.C.2. 

“ Scientific Basis of Medicine.”—Inaugural lecture of the 
British Postgraduate Medical Federation will be given on 
October 17 at 5.30 p.m. by Dr. Juttan Hux ey, F.R.S., at 
the Senate House, London, W.C.1. Dr. Huxley's subject will 
be “ Some Biological Aspects of Cancer.” 

Microbiological Techniques.—Demonstration by the 
Microbiology Group of the Society of Chemical Industry 
at 5.30 p.m., October 18, at Borough Polytechnic, Borough 
Road, London, S.E.1. Details from Mr. W. W. Rep. 
Research Department, Carreras Ltd., 221, Stanhope Street, 
London, N.W.1. 

Psychiatric Films from France.—October 17 at 6.30 p.m. 
at the Mezzanine Cinema, Shell Mex House, Strand, 
London, W.C.2. Films shown by courtesy of the Scientific 
Bureau of the French Embassy, under the auspices of the 
medical committee of the Scientific Film Association and 
the education committee of the Royal Medico-Psychiatric 
Association. Admission free, no ticket. 

Electrical Techniques in Medicine and Biology.—Tenth 
annual congress, November 6-8, at Boston, Mass. Details 
from Dr. C. Berkey, R.C.A. Laboratories, Princeton, New 
Jersey, U.S.A. 

Welsh National School of Medicine.—Two postgraduate 
courses for general practitioners : “ Cardiovascular Diseases,” 
October 28 to 30 ; “ Paediatrics,” October 31 to November 2. 
Further information from the secretary of the School, 34, 
Newport Road, Cardiff. 

Wessex Rahere Club.--The autumn dinner will take place 
at the Lansdown Grove Hotel, Lansdown, Bath, on October 
26. Membership of the club is open to all Bart’s graduates 
practising in the West Country. Further details from Mr. 


association, 


A. Daunt Bateman, 11, The Circus, Bath, Somerset. 
Morison Lecture.—Dr. W. Rircuie Russett will deliver 
the Morison Lecture on October 24 at 5 p.m., at the Royal 
College of Physicians, 9, Queen Street, Edinburgh, 2. 
subject will be “ The Physiology of Learning.” 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Tuesday, October 1 

Lonpon UNIVERSITY.- 
Theatre), 5.30 pm 
Circulatory Complications of 
Anacsthesia. 

NorTHAMPTON Mepicat Soctery.—At Northampton General Hospital, 8 for 
8.30 p.m., Presidential Address by Mr. W. Charlies Gledhill: Scope of 


Modern Surgery in the Treatment of Deafness 


At Westminster Medical School (Meyerstein Lecture 
Professor E. M. Papper (Columbia University): 
Improper Respiration during Gencral 


Universrry Hosprrat DEPARTMENT OF BIOCHEMISTRY At 
Physiology Theatre, Gower Street, W.C., § p.m., public lecture by 
Professor M. Heidelberger (U.S.A.): Chemistry of Proteins and Carbo- 


hydrates in Relation to Immunological Specificity 
West END Hosptrat ror NEUROLOGY aND Neurosurcery.—S.30 p.m., Mr. 


G. C. Knight: Intracranial Abscess 


Wednesday, October 2 


INSTITUTE OF DermMaToLoGy.—‘.30 Role of 


p.m., Dr. R. W. Riddell: 


Fungi in Dermatology 

INSTITUTE OF Diseases OF THE CHEesT—S p.m., Mr. N. R. Barrett: Pul- 
monary Hydatid Disease 

INstITUTe OF LarYNGOLOGY AND OToLoGy.—5.30 p.m., Dr. H. Haber: 
Precancerous Conditions of Skin and Mucous Membrane. 

InstiruTe or Urotocy.—4.30 for 5 p.m., Mr. J. D. Fergusson: Prostatic 


Cancer 
Miptanp Mepicat Sociery.—At Birmingham Medical Institute, 8.15 p.m., 
Sir lan Fraser: Recent Medical Visit to Soviet Russia (illustrated). 
Postorapuatre Mepicat Scnoot or Lonpon.—2 p.m., Professor N. F. 
Matiagan: Place of Chemical Pathology in Medicine 
Yorxsnire Sociery of General Infirmary at 
8.30 p.m., Mr. G. A. Hay, M.Sc.: Electronics in Anaesthesia 


Thursday, October 3 

Facutty or Homororatuy.—-5 p.m., Dr. F. H. Bodman: 
tions on the Treatment of Neurosis in Children 

Lonpon Jewisa Hosprrat Mepicat Socrery.—At Medical Society of Lon- 
don, 8.30 p.m., Presidential Address by Dr. Samue! Sacks: The Bible 
in Art 

Nurrietp Centre.—At Wingfield-Morris Orthopaedic Hospi- 
tal, 8.30 p.m., Dr. J. Risser: Concepts of Scoliosis 

Ross Institute INnpusTRiat Apvisory Com™irter.—At Council Chamber, 
Rubber Growers’ Association, 19, Fenchurch Street, E.C., 2.15 p.m., 
Dr. O. J. S. Macdonald: Present-day Health Problems on Plantations 
(with special reference to housing) 

Royvat Socrery of Heattu.—At St. John Hall, Westway Road, Weymouth, 
10.30 a.m., Dr. Katharine Williams: Public Health Aspects of Atomic 
Energy. Dr. D. A. Ogden: A New Approach in the Treatment of 
Delinquents 

Sr. Mary's Hosprra, Mepicat Scoot INsTITUTE 
THeatee).—S p.m., Professor E. Kerpel-Fronius (University of Pecs): 
Metabolic Aspects of Infantile Malnutrition 

Group 


Leeds, 


Some Observa- 


AND ASSOCIATION OF 


@Soctery of Cxemicat Inpustry: Foop 
Pustic ANALYSTS.—At Royal Society of Medicine (Thursday, October 3, 
10 a.m., and Friday, October 4, 9.30 a.m.). Symposium: Quality Contro! 
of Food. 


Friday, October 4 

@INstiruTe OF DermaTo.ocy.—5.30 p.m., Dr. S. C. Gold: clinical demon- 
stration 

InstiTUTe OF Diseases OF THE Cuest.—S p.m., Dr. 
demonstration 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
for general practitioners by Dr. C. H. Edwards 
aches 

Kino’s Cottece Hosprrat Mepicat ScnHoo..—At Medical School Lecture 
Theatre, 4.30 p.m., 10th Thomas Percy Legg Memorial Lecture by Sir 
Cecil Wakeley, Bt.: Some Aspects of External Herniaec. 

PosTorapuaTe Mepicat ScnHoot or Lonpon.—10 a.m.. Mr. H. H. G. 
Eastcott: Second Thoughts on Arterial Reconstruction 

Cross Hosprrat Mepicat Sociery.—8.30 p.m., 
Cancer Arising in Scarred Lungs 


Saturday, October 5 

Nortu-East METROPOLITAN THORACIC 
near Chelmsford, joint mecting with East Anglian Thoracic Society. 
it a.m., Mr. G. Flavell: Pulmonary Cysts; 11.45 a.m., Mr. M. Bates: 
Plastic Procedures to the Bronchus ; 2.15 p.m., Dr. C. Van Zwanenberg: 


J. Smart: clinical 


3.30 p.m., clinical discussion 
Neuralgias and Head- 


Dr. C. Raeburn: 


Society.—At Broomficid Hospital, 


A Systematic Search for Tuberculosis ; 3 p.m., Dr. L. Capper: Treatment 
of Tuberculous Neck Glands 
OF ENGLAND OTOLARYNGOLOGICAL SocieTy.-At York County Hos- 


pital, 2 p.m., annual mecting 


Sunday, October 6 


Diseases, 


Untverstry Hosprrat.—At Hospital for Tropical 
10.15 a.m., lecture-<demonstration for general practitioners by consultant 
staff of the Hospital for Tropical Diseases: Tropical Diseases Likely to 


be seen in General Practice in the British Isles. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Castie..-On September 2, 1957. at Duke of York Home, Bradford, 
Yorks. to Drs. Joan (formerly Ingham) and John Castic, a son-—-Graham 
John Henry 
Hamilton.—-On September 15, 1957, at 
Home, to Dr. Margaret Hamilton, F.F.A. 
a daughter 
Maciure —-On September 6, 1957, in Lincoln, to Dr. Nancy Mactlure, J.P., 
(formerly Macfarlane), wife of Dr. W. Alas air Maclure, a daughter 
DEATHS 
Harvey.—On September 22, 1957, at the Military Hospital, Colchester. 
Essex, George Alfred Duncan Harvey, C.B.. C.M.G., L.R.C.P.A&S.L& 
L.M., Major-General, late R.A.M.C., retired, of Crastons, Boxted, Col- 
chester, aged 74 
On August 29, 1957. at Guy's Hospital, London, S.E., Leslie 
_ Michael Hillman, M.R.C.S., L.R.C.P 


the Garrett Anderson Maternity 
R.C.S., wife of Albert Lerse, 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 

Prophylactic Gargling 

Q.—What value has gargling in the prevention of respira- 
tory infections such as colds, streptococcal throats, and in- 
fluenza? Is indiscriminate gargling harmful or likely to 
reduce local resistance to infection? 

A.--I know of no evidence that gargling has any effect in 
preventing throat infection ; trials have been made of the 
use of lozenges containing sulphonamides or penicillin, and 
it is generally agreed that they are useless in preventing 
or treating infection. 1 doubt whether gargling is, in any 
ordinary circumsiances, likely to do harm. 


Prolonged Penicillin Prophylaxis 


Q.—Quite often, as in cases of chronic bronchitis, the 
specialist advice is intensive penicillin followed by a much 
smaller prophylactic dose over a period of weeks. Surely 
this must result in the development of resistant strains of 
micro-organism ? 


A,—-One of several unique properties possessed by peni- 
cillin is that, generally, bacteria do not acquire resistance to 
it as they may with most other antibiotics. Resistance in 
staphylococci is the result not of adaptation but of selection, 
the few originally rare resistant strains having come to pre- 
dominate following the elimination of sensitive ones. A 
common cause of chronic bronchitis is the pneumococcus. 
Jones and Finland’ have recently compared the sensitivity 
to antibiotics of present-day strains of this organism with 
strains isolated in 1949, and report no change in sensitivity 
to penicillin. It is perfectly logical to use full doses to 
eliminate an infection and small ones to prevent recurrence. 
It is of course desirable to know that the infection is 
one susceptible to the drug used and that the first stage of 
treatment had the desired effect. 

REFERENCE 
* Jones. W. F.. and Finland, M., Amer. J. med. Sci., 1957, 233, 312 


* Shock ” after Immunization 


Q.—When immunizing large numbers of schoolchildren 
there is generally an occasional child who becomes pale, 
sweats, feels ill and nauseated, and has a thready pulse. Is 
this anaphylactic or psychological shock? Is it advisable 
to administer adrenaline to such children? They seem to 
recover in an hour or so. The antigens used have been 
diphtheria toxoid-antitoxin floccules (T.A.F.), diphtheria- 
pertussis prophylactic (D.P.P.), and diphtheria alum-precipi- 
tated toxoid (A.P.T.). My last case was with T.AF. 

A.—In some cases the symptoms described may be allergic, 
in others psychological. As the cause in an individual case 
may be difficult to determine, it is probably wise to 
administer adrenaline if there is any anxiety. This drug and 
a syringe should always be in readiness for immediate use 
whenever any injection of a biological product is given. 

Although T.A.F. is one of the mildest prophylactics, it has 
been known to cause trouble from anaphylaxis in rare in- 
stances : it contains a small amount of horse serum, to which 
a person may have become sensitized. In the M.R.C. Report 
on vaccination against whooping-cough’ a very few children 
were said to be pale and limp between screaming attacks 
in the evening of the day of injection. These minor episodes 
were not confined to any one of the three injections of the 
course. In over 30,000 vaccinated children there was no 
definite evidence that convulsions or encephalopathy was 
directly related to pertussis vaccination. Moreover, pre- 
cautions were taken to exclude children with a personal or 
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family history of convulsions, epilepsy, etc., or a recent his- 
tory of an infectious fever or smallpox vaccination. Perhaps 
some of the symptoms mentioned in the question were 
analogous to those observed in younger children in these 
official trials. A psychological element predominates in the 
brief period of collapse after an injection occasionally noted 
in members of some families. The attitude of the mother, 
teacher, or nurse may be an important determining factor. 


REFERENCE 
' British Medical Journal, 1956, 2, 454. 


X-ray Epilation 


Q.—Can exposure to x rays produce a form of epilation 
resembling that seen in alopecia areata, including the typi- 
cal “ exclamation-mark” hairs? What is the usual picture 
after x-ray therapy ? 

A.—X-ray epilation after a full dose of x rays affects the 
whole irradiated area and does not produce the patchiness 
which generally characterizes alopecia areata. In the latter 
disorder baldness is usually complete within the affected 
areas, which are sharply defined. However, in some cases 
of x-ray epilation where the dose of x rays has been rather 
less than full the epilation may be patchy, while a few 
cases of alopecia areata are relatively diffuse and do not 
show the usual sharp outline. For this reason the two 
disorders may be difficult to distinguish. 

“ Exclamation-mark " stumps are probably not seen in any 
disorder other than alopecia areata. The hair-fall after 
exposure to x rays is from the root, and stumps are not 
formed. While, therefore, the distribution of baldness after 
v rays may resemble that seen in some cases of alopecia 
areata, the presence of “ exclamatio..-mark ™ stumps is prob- 
ably pathognomonic of alopecia areata. 


Recurrent Dislocation of the Shoulder and Occupation 


Q.—Are any figures available on the incidence of recur- 
rent dislocation of the shoulder in foundry workers? Could 
the condition be regarded as an occupational injury ? What 
movements are specially apt to produce the initial disloca- 
tion, and is a previous injury to the joint a prerequisite for 
dislocation by the patient's own muscular efforts ? 


A.—-There are no figures of any value on the incidence 
of recurrent dislocation of the shoulder in different occupa- 
tions. Present evidence suggests very clearly, however, that 
recurrent dislocation of the shoulder is not an occupational 
injury. It appears likely that any shoulder dislocation can 
become recurrent if the capsule is detached from the front 
of the glenoid cavity of the scapula and if, being detached, 
it fails to reattach itself and to heal properly. This failure 
of the capsule to reattach itself may perhaps be associated 
with minor congenital anomalies of the shoulder. There 
is no convincing evidence that it is due to any particular 
method of producing the initial dislocation. 

Apart from pathological dislocations such as occur in 
neuropathic arthropathy of the shoulder-joint, it is true to 
say that a previous injury is a prerequisite for dislocation 
of the shoulder by the patient's own muscular efforts. 


Tropical Travel for Infants 


Q.—s there any undue risk in taking a month-old baby 
from England to East Africa by sea? Will its temperature 
control mechanism be able to cope with the high tempera- 
tures likely to be encountered on the journey? What pre- 
cautions are recommended ? 


A.—There is no special reason why a month-old baby 
should not manage the journey by sea from England. to East 
Africa. The temperature control of a normal full-term baby 
at 4 weeks will be adequate to deal with the temperatures 
likely to be met, although the partial lack of the ability to 
sweat at that age might lead to serious trouble if there were 
a sudden failure of the air-conditioning or electric-fan system 
on board ship. This, however, is the sort of unlikely even- 
tuality which cannot be guarded against. 


| 
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COMING EVENTS 


Proteins.—The Nutrition Society will hold a symposium 
on the “ Nutritive Value of Proteins” at the Royal Free 
Hospital School of Medicine on October 12. Full details 
from Miss D. F. Hollingsworth, c/o Ministry of Agriculture, 
Great Westminster House, Horseferry Road, London, S.W.1. 

British Association of Physical Medicine.—-1958 annual 
meeting, April 25 and 26, 1958, at Royal Free Hospital, 
Gray's Inn Road, London, W.C.1. Members wishing to read 
a paper or show a film should submit the title (and in the 
case of papers an abstract) by November 30, 1957, to the 
secretary of the association, 45, Lincoln's Inn Fields, 
London, W.C.2. 

Sheffield University Medica! Faculty ——Dr. T. F. Fox will 
give the opening sessional address at 5.0 p.m. on October 
10 in the Firth Hall of the University. His subject will be 
“ Pride and Prejudice.” 

Royal Free Hospital School of Medicine..-Mr. Justict 
Lioyb-Jacos will give the inaugural address at 3 p.m. on 
October 4 at the Senate House, London University. 


“The Needs of the Mentally Sick—A Challenge to 
Youth.”—-Conference on mental nursing as a Career, 
arranged by the National Association for Mental Health, 
October 17, at York. Open to the public ; details from the 
secretary of the association, 39, Queen Anne Street, London, 
W.1. 

Faculty of Radiologists.—Provincial meeting, Liverpool, 
October 5. Details from the secretary, Faculty of Radio- 
logists, 45, Lincoln’s Inn Fields, London, W.C.2. 


Middlesex Hospital Medical School.—* Refresher Course " 
for old Middlesex men October 4-6, annual dinner 
October 4. Details from the secretary of the School. 


Medical Protection Society.—Annual meeting, October 2, 
at 3 p.m. at Victory House,’ Leicester Square, London, 
W.C.2. 

“ Scientific Basis of Medicine.”—Inaugural lecture of the 
British Postgraduate Medical Federation will be given on 
October 17 at 5.30 p.m. by Dr. Jutian Hux F.R.S., at 
the Senate House, London, W.C.1. Dr. Huxley's subject will 
be “ Some Biological Aspects of Cancer.” 

Microbiological Techniques.—Demonstration by the 
Microbiology Group of the Society of Chemical Industry 
at 5.30 p.m., October 18, at Borough Polytechnic, Borough 
Road, London, S.E.1. Details from Mr. W. W. Ret. 
Research Department, Carreras Ltd., 221, Stanhope Street, 
London, N.W.1. 

Psychiatric Films from France.—October 17 at 6.30 p.m. 
at the Mezzanine Cinema, Shell Mex House, Strand, 
London, W.C.2. Films shown by courtesy of the Scientific 
Bureau of the French Embassy, under the auspices of the 
medical committee of the Scientific Film Association and 
the education committee of the Royal Medico-Psychiatric 
Association. Admission free, no ticket. 

Electrical Techniques in Medicine and Biology.—Tenth 
annual congress, November 6-8, at Boston, Mass. Details 
from Dr. C. Berkey, R.C.A. Laboratories, Princeton, New 
Jersey, U.S.A. 

Welsh National School of Medicine.—Two postgraduate 
courses for general practitioners : “ Cardiovascular Diseases,” 
October 28 to 30 ; “ Paediatrics,” October 31 to November 2. 
Further information from the secretary of the School, 34, 
Newport Road, Cardiff. 

Wessex Rahere Club.—-The autumn dinner will take place 
at the Lansdown Grove Hotel, Lansdown, Bath, on October 
26. Membership of the club is open to all Bart's graduates 
practising in the West Country. Further details from Mr. 
A. Daunt Bateman, 11, The Circus, Bath, Somerset. 

Morison Lecture.—Dr. W. Rrrcnie Russet will deliver 
the Morison Lecture on October 24 at 5 p.m., at the Royal 
College of Physicians, 9, Queen Street, Edinburgh, 2. His 
subject will be “The Physiology of Learning.” 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Tuesday, October 1 

Lonpon UNtversiry.-—At Westminster Medical School (Meyerstein Lecture 
Theatre), $30 p.m. Professor E. M. Papper (Columbia University): 
Circulatory Complications of Improper Respiration during Gencral 
Anacsthesia 

NorTHAMPTON Mepicat Soctery.—At Northampton General Hospital, 8 for 
8.30 p.m., Presidential Address by Mr. W. Charles Giedhill: Scope of 
Modern Surgery in the Treatment of Deafness 

Universtry Hosprrat DEPARTMENT OF BIOCHEMISTRY At 
Physiology Theatre, Gower Street, W.C., 5 p.m., public lecture by 
Professor M. Heidelberger (U.S.A.): Chemistry of Proteins and Carbo- 
hydrates in Relation to Immunological Specificity 

West END Hosprrat ror NEUROLOGY aND Neurosurcery.—S.30 p.m., Mr. 
G. C. Knight: Intracranial Abscess 


Wednesday, October 2 

INsTiITUTe oF Dermarotocy.—S.30 p.m., Dr. R. W. Riddell: Role of 
Fungi in Dermatology 

INstrruTe oF Diseases or THe CrHest—-5S p.m., Mr. N. R. Barrett: Pul- 
monary Hydatid Disease 

InstrruTe OF LarYNooLoGy AND OTOLOGy.—5.30 p.m., Dr. H. Haber: 
Precancerous Conditions of Skin and Mucous Membrane. 

InstiTuTe OF Urotocy.—4.30 for 5 p.m., Mr. J. D. Fergusson: Prostatic 
Cancer 

MIDLAND MepIcaL Soctety At Birmingham Medical Institute, 8.15 p.m., 
Sir lan Fraser: Recent Medical Visit to Soviet Russia (illustrated) 

PosTorapuate Mepicat Scoot or Lonpon.—2 p.m., Professor N. PF. 
Matiagan: Place of Chemical Pathology in Medicine 

Sociery or General Infirmary at Leeds, 
8.30 p.m., Mr. G. A. Hay, M.Sc.: Electronics in Anaesthesia 


Thursday, October 3 

Facutty or Homororatny.—-S p.m., Dr. F. H. Bodman: Some Observa- 
tions on the Treatment of Neurosis in Children 

Lonpon Jewise Hosprrat Mepicat Society —At Medical Society of Lon- 
don, 8.30 p.m., Presidential Address by Dr. Samuc! Sacks: The Bibic 
im Art 

Ortuorarpic Centre. At Wingficld-Morris Orthopaedic Hospi- 
tal, 8.30 p.m., Dr. J. Risser: Concepts of Scoliosis. 

Ross Instrrure INDUSTRIAL Apvisory Com™irter.—At Council Chamber, 
Rubber Growers’ Association, 19, Fenchurch Street, E.C., 2.15 p.m., 
Dr. O. J. S. Macdonald: Present-day Health Problems on Plantations 
(with special reference to housing) 

Rovat Socrery or Heactu.—aAt St. John Hall, Westway Road, Weymouth, 
10.30 a.m., Dr. Katharine Williams: Public Health Aspects of Atomic 
Energy. Dr. D. A. Ogden: A New Approach in the Treatment of 
Delinquents 

Sr. Mary's Hosprran Mepicat Scoot INSTITUTE 
THeatee).—S p.m., Professor E. Kerpel-Fronius (University of Pecs): 
Metabolic Aspects of Infantile Malnutrition 

@Soctery or Chemica: Inpustry: Foop GrouP AND ASSOCIATION OF 
Pustic ANALYSTS.—At Royal Society of Medicine (Thursday, October 3, 
10 a.m., and Friday, October 4, 9.30 a.m.), Symposium: Quality Contro! 
of Food. 


Friday, October 4 

@INstiruTe oF Dermatotocy.—5.30 p.m., Dr. S. C. Gold: clinical demon- 
stration. 

InstiTuTe OF Diseases OF THE CHest.—S p.m., Dr. J. Smart: clinical 
demonstration. 

INSTITUTE OF LARYNGOLOGY AND OroLoGy.—3.30 p.m., clinical discussion 
for general practitioners by Dr. C. H. Edwards: Neuralgias and Head- 
aches 

Kino’s Hosprrat Mepicat Scnoor.—At Medical School Lecture 
Theatre, 4.30 p.m., 10th Thomas Percy Legg Memorial Lecture by Sir 
Cecil Wakeley, Bt.: Some Aspects of External Herniac. 

PostorapuaTe Mepicat Schoo. or Lonpon.—10 a.m., Mr. H. H. G. 
Eastcott: Second Thoughts on Arterial Reconstruction 

Wires Cross Hospitat Mepicat Societry.—8.30 p.m., Dr. C. Raeburn: 
Cancer Arising in Scarred Lungs 


Saturday, October 5 

Nortn-East THoracic Sociery.—At Broomficid Hospital, 
near Chelmsford, joint mecting with East Anglian Thoracic Society. 
il a.m., Mr. G. Flavell: Pulmonary Cysts: 11.45 a.m., Mr. M. Bates: 
Plastic Procedures to the Bronchus ; 2.15 p.m., Dr. C. Van Zwancnberg: 
A Systematic Search for Tuberculosis ; 3 p.m., Dr. L. Capper: Treatment 
of Tuberculous Neck Glands 

Nortu OF ENGLAND OTOLARYNGOLOGICAL SOCIETY At York County Hos- 
pital, 2 p.m., annual mecting 


Sunday, October 6 

Universtry Cottros Hosprrat.—At Hospital for Tropical Diseases, 
10.15 a.m., lecture-<demonstration for general practitioners by consultant 
staff of the Hospital for Tropica! Diseases: Tropica! Diseases Likely to 
be seen in General Practice in the British Isles. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Castie.-On September 2, 1957. at Duke of York Home, Bradford, 
Yorks. to Drs. Joan (formerly Ingham) and John Castic, a son-—Graham 
John Henry 
Hamilton.-On September 15, 1957, at the Garrett Anderson Maternity 
Home, to Dr. Margaret Hamilton, F.F.A. R.C.S., wife of Albert Lerse, 
a daughter 
Maciere --On September 6, 1957, in Lincoln, to Dr. Nancy Maclure, J.P., 
(formerly Macfarlane), wife of Dr. W. Alastair Maclure, a daughter. 
DEATHS 
Harvey.-On September 22, 1957, at the Military Hospital, Colchester. 
Essex, George Alfred Duncan Harvey, C.B.. C.M.G., L.R.C.P.&S.L& 
L.M., Major-General, late R.A.M.C., retired, of Crastons, Boxted, Col- 


chester, aged 74 
On August 29, 1957, at Guy's Hospital, London, S.E., Leslic 
cP 


_ Michael Hillman, L.R 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 

Prophylactic Gargling 

Q.—What value has gargling in the prevention of respira- 
tory infections such as colds, streptococcal throats, and in- 
fluenza? Is indiscriminate gargling harmful or likely to 
reduce local resistance to infection ? 

A,—-I know of no evidence that gargling has any effect in 
preventing throat infection ; trials have been made of the 
use of lozenges containing sulphonamides or penicillin, and 
it is generally agreed that they are useless in preventing 
or treating infection. I doubt whether gargling is, in any 
ordinary circumsiances, likely to do harm. 


Prolonged Penicillin Prophylaxis 


Q.— Quite often, as in cases of chronic bronchitis, the 
specialist advice is intensive penicillin followed by a much 
smaller prophylactic dose over a period of weeks. Surely 
this must result in the development of resistant strains of 
micro-organism ? 

A.—One of several unique properties possessed by peni- 
cillin is that, generally, bacteria do not acquire resistance to 
it as they may with most other antibiotics. Resistance in 
staphylococci is the result not of adaptation but of selection, 
the few originally rare resistant strains having come to pre- 
dominate following the elimination of sensitive ones, A 
common cause of chronic bronchitis is the pneumococcus. 
Jones and Finland’ have recently compared the sensitivity 
to antibiotics of present-day strains of this organism with 
strains isolated in 1949, and report no change in sensitivity 
to penicillin. It is perfectly logical to use full doses to 
eliminate an infection and small ones to prevent recurrence. 
It is of course desirable to know that the infection is 
one susceptible to the drug used and that the first stage of 
treatment had the desired effect. 

REFERENCE 
? Jones, W. F., and Finland, M., Amer. J. med. Sci., 1957, 233, 312 


* Shock ” after Immunization 


Q.—When immunizing large numbers of schoolchildren 
there is generally an occasional child who becomes pale, 
sweats, feels ill and nauseated, and has a thready pulse. Is 
this anaphylactic or psychological shock? Is it advisable 
to administer adrenaline to such children? They seem to 
recover in an hour or so. The antigens used have been 
diphtheria toxoid-antitoxin floccules (T.A.F.), diphtheria- 
pertussis prophylactic (D.P.P.), and diphtheria alum-precipi- 
tated toxoid (A.P.T.). My last case was with T.AF. 

A.—In some cases the symptoms described may be allergic, 
in others psychological. As the cause in an individual case 
may be difficult to determine, it is probably wise to 
administer adrenaline if there is any anxiety. This drug and 
a syringe should always be in readiness for immediate use 
whenever any injection of a biological procuct is given. 

Although T.A.F. is one of the mildest prophylactics, it has 
been known to cause trouble from anaphylaxis in rare in- 
stances : it contains a small amount of horse serum, to which 
a person may have become sensitized. In the M.R.C. Report 
on vaccination against whooping-cough’ a very few children 
were said to be pale and limp between screaming attacks 
in the evening of the day of injection. These minor episodes 
were not confined to any one of the three injections of the 
course. In over 30,000 vaccinated children there was no 
definite evidence that convulsions or encephalopathy was 
directly related to pertussis vaccination. Moreover, pre- 
cautions were taken to exclude children with a personal or 
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family history of convulsions, epilepsy, etc., or a recent his- 
tory of an infectious fever or smallpox vaccination. Perhaps 
some of the symptoms mentioned in the question were 
analogous to those observed in younger children in these 
official trials. A psychological element predominates in the 
brief period of collapse after an injection occasionally noted 
in members of some families. The attitude of the mother, 
teacher, or nurse may be an important determining factor. 


RUFERENCE 
' British Medical Journal, 1956, 2, 454. 


X-ray Epilation 


Q.—Can exposure to x rays produce a form of epilation 
resembling that seen in alopecia areata, including the typi- 
cal “ exclamation-mark” hairs? What is the usual picture 
after x-ray therapy ? 

A.—X-ray epilation after a full dose of x rays affects the 
whole irradiated area and does not produce the patchiness 
which generally characterizes alopecia areata. In the latter 
disorder baldness is usually complete within the affected 
areas, which are sharply defined. However, in some cases 
of x-ray epilation where the dose of x rays has been rather 
less than full the epilation may be patchy, while a few 
cases of alopecia areata are relatively diffuse and do not 
show the usual sharp outline. For this reason the two 
disorders may be difficult to distinguish. 

“ Exclamation-mark ” stumps are probably not seen in any 
disorder other than alopecia areata. The hair-fall after 
exposure to x rays is from the root, and stumps are not 
formed. While, therefore, the distribution of baldness after 
* rays may resemble that seen in some cases of alopecia 
areata, the presence of “ exclamation-mark ™ stumps is prob- 
ably pathognomonic of alopecia areata. 


Recurrent Dislocation of the Shoulder and Occupation 


Q.—Are any figures available on the incidence of recur- 
rent dislocation of the shoulder in foundry workers? Could 
the condition be regarded as an occupational injury ? What 
movements are specially apt to produce the initial disloca- 
tion, and is a previous injury to the joint a prerequisite for 
dislocation by the patient's own muscular efforts ? 


A.—-There are no figures of any value on the incidence 
of recurrent dislocation of the shoulder in different occupa- 
tions. Present evidence suggests very clearly, however, that 
recurrent dislocation of the shoulder is not an occupational 
injury. It appears likely that any shoulder dislocation can 
become recurrent if the capsule is detached from the front 
of the glenoid cavity of the scapula and if, being detached, 
it fails to reattach itself and to heal properly. This failure 
of the capsule to reattach itself may perhaps be associated 
with minor congenital anomalies of the shoulder. There 
is no convincing evidence that it is due to any particular 
method of producing the initial dislocation. 

Apart from pathological dislocations such as occur in 
neuropathic arthropathy of the shoulder-joint, it is true to 
say that a previous injury is a prerequisite for dislocation 
of the shoulder by the patient’s own muscular efforts. 


Tropical Travel for Infants 


Q.—Is there any undue risk in taking a month-old baby 
from England to East Africa by sea? Will its temperature 
control mechanism be able to cope with the high tempera- 
tures likely to be encountered on the journey? What pre- 
cautions are recommended ? 


A.—There is no special reason why a month-old baby 
should not manage the journey by sea from England. to East 
Africa. The temperature control of a normal full-term baby 
at 4 weeks will be adequate to deal with the temperatures 
likely to be met, although the partial lack of the ability to 
sweat at that age might lead to serious trouble if there were 
a sudden failure of the air-conditioning or electric-fan system 
on board ship. This, however, is the sort of unlikely even- 
tuality which cannot be guarded against. 
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There is always a certain risk of infection in travelling with 
any baby, and every effort should be made to fully breast-feed 
a baby who will have to travel, particularly to the tropics. 
Apart from this risk, 6 weeks or so of age Is as convenient 
an age as any at which to travel with a baby. 

The baby should, of course, not wear clothes of nylon or 
other poorly absorbent material. Light washable cotton is 
probably best. The cot sides should be such as to allow 
some movement of air around the baby, and the mattress 
of a firm material such as sponge-rubber. Bathing twice 
daily is advisable, followed by careful drying and powdering 
with any good baby-powder. 


Care of Napkins 


Q.—Zine and castor-oil cream is excellent for nappie rash 
but very bad for the nappies, leaving brown stains on boil- 
ing. Can you suggest a stain-free cream ? 

A.-—-There are a number of proprietary and other applica- 
tions on the market for the prevention and treatment of 
napkin rashes. They all have their devotees and a vogue 
which often does not last very long. A simple water- 
repellent barrier cream or a silicone ointment is probably 
as useful as anything, and does not stain. Lanoline is also 
quite effective and clean to use. 

Some people do not like the stock zinc and castor-oil 
ointment, but it has been well proved and does not usually 
cause stains. It is possible that in an ointment that has been 
kept too long the oil may come out of the mixture and cause 
a yellowish stain, or that heat or reaction with urinary con- 
stituents may cause the zinc oxide to stain brown. Napkins 
should never be dried without washing, and they should 
always be well soaked on removal and before washing or 
boiling. A useful trick is to put a thin layer of fluffed-out 
cotton-wool over the area of the ointment, which does not 
then adhere to the napkin. Another solution is to use one 
of the several types of disposable napkin now available. 


Anaesthesia in Hepatic Disease 


Q.—What anassthetic is advised for a laparotomy and 
liver biopsy in a fat, ill, jaundiced patient with a poor myo- 
cardium, and probably also hepatic disease? Is pethidine 
contraindicated in all cases of jaundice ? 


A.--The diagnosis of the type of jaundice is almost always 
possible by clinical and biochemical means, with, if necessary, 
needle biopsy of the liver performed under local analgesia. 
The patient described in this question should not have a 
laparotomy for the purpose only of liver biopsy, and any 
intervention should be of the life-saving order. If laparo- 
tomy does prove essential, the anaesthetic should be entrusted 
to a real expert conversant with modern methods. It is now 
possible to anaesthetize the patient with liver disease for 
abdominal surgery by using only a small dose of pentothal 
(of the order of 100 mg.) and continuing with nitrous oxide, 
oxygen, and muscular relaxants such as suxgmethonium. It 
is extremely important to avoid undue haemorrhage or any 
hypotension, for these are apt to do more damage to the 
liver than the anaesthetic. Morphine is absolutely contra- 
indicated, and pethidine, which is almost completely des- 
troyed by the liver, should be given only with caution and in 
very small doses. 


Nitroglycerine Intoxication 


Q.—Several patients of mine are either quarrymen or 
miners who use gelignite. They all complain of nausea and 
headache lasting for about three hours, which begin as soon 
as they open the tins of gelignite and start handling it. 
There is apparently no question of their hands becoming 
contaminated and the gelignite being ingested: the symp- 
toms start as soon as the tins are opened. What accounts 
for the symptoms ? 

A.—Gelignite, blasting gelatine, and dynamite all contain 
gun-cotton gelatinized with nitroglycerine as the basic con- 
stituent. In gelignite the relative proportions are nitrogly- 
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cerine 60, collodion cotton 5, potassium nitrate 27, and wood 
meal 8. Nitroglycerine is absorbed through the skin and 
by inhalation as well as by ingestion, and even when much 
diluted with air the vapour has a powerful pharmacological 
action. 
The symptoms and treatment of nitroglycerine intoxication 
are described in detail by Hunter.’ 
REFERENCE 
Hunter, D., The Diseases of Occupations, 1955. London 
Malaria in the Mediterranean Littoral 
Q.—To what extent is malaria now a hazard to travellers 
visiting countries bordering on, or islands in, the Mediter- 
ranean, Adriatic, or Aegean seas? Is malaria prophylaxis 
advised ? 


A.—The incidence of malaria in these regions is now very 
much less than it was during and shortly after the last 
world war. Antimalarial campaigns have been carried out 
with vigour in most areas and in some of these can be 
said to have been wholly successful, In other regions, how- 
ever, there is still a small risk of contracting the disease. 
In large towns in these regions the risk of contracting 
malaria is so small that most visitors would be inclined to 
accept it rather than carry out anti-mosquito measures. 
Those staying for a prolonged period in rural and semi- 
rural areas during the summer months, however, would in 
general be advised to sleep under a mosquito net and to 
take the usual anti-mosquito precautions. 


NOTES AND COMMENTS 


Do Corpses Sink or Float ?—Mr. J. Ev.ut (Royal University, 
Malta) writes: In answer to this question (“ Any Questions ? ” 
June 15, p. 1429), your expert stated: “ A living person can float 
in fresh water with his lungs expanded but will sink on expira- 
tion; in sea-water, which has a specific gravity of 1026, the same 
person will float irrespective of the state of his lungs.” This 
latter statement was tested out by 25 medical students in 21 ft. 
(6 m.) of Mediterranean sea. The results were unequivocal. A 
living person will sink in sea-water if his lungs are in a state of full 
expiration. Rock bottom was reached every time the experiment 
was tried, and rather strenuous effort was required to reach the 
surface again. 

Our Experr replies: I have no doubt that intentional full ex- 
piration in sea-water would result in a person sinking. Never- 
theless most of us can float on the surface of sea-water inspiring 
and expiring in a normal manner. I am grateful for this experi- 
mental evidence at a time when new methods of underwater 
escape are being developed. 


Correction.—_The maternal mortality rates given in the annota- 
tion “ Obstetrics in Nigeria" (Journal, September 14, page 635) 
should have been 9.5 and 7.8 per 1,000 total births. We regret 
the omission of decimal points. 
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GENERAL MEDICAL SERVICES COMMITTEE 
A two-day meeting of the General Medical Services Com- 
mittee was held at B.M.A. House on Wednesday and Thurs- 
day, September 18 and 19, 1957, with Dr. A. B. Davies in 
the chair. The Committee devoted the whole of the Wed- 
nesday meeting to consideration of a draft memorandum 
of evidence to the Steering Committee for inclusion in the 
Council’s evidence to the Royal Commission on Doctors’ 
and Dentists’ Remuneration, 


Executive Councils’ Association 


One of the first items to be debated on the Thursday was 
the impending clash of dates between the Executive Councils’ 
Conference and the October meeting of the Committee. 
From year to year some six to ten members of the Com- 
mittee were appointed to attend the Conference, said the 
CHAIRMAN, referring those present to the correspondence 
shown in the agenda. 

Dr. H. S. Howte Woop said that an occasional conflict 
of loyalties was inevitable, but when it happened, as in this 
case it did, with monotonous regularity, the Committee 
should act once and for all to avoid it in future. With 
this view Dr. F. Gray agreed, saying that the Executive 
Councils’ Association had been repeatedly told that the Com- 
mittee met on the third Thursday of each month, and it 
was a pity that more effective liaison had not taken place. 


Committee Meetings 


There was before the Committee the Minute of Council 
of November 7, 1956, which incorporated the observations 
of the Finance Committee on the need for all possible 
economy consistent with efficiency. The Treasurer (Mr. 
L. Dougal Callander) referred to the greatly increased cost 
of postage and telephones which would come into force on 
October 1. There was clearly a need to exercise all possible 
economy in all aspects of the Association's work. 

Dr. F. Gray remarked that the Minute could hardly be 
said to apply to the G.M.S. Committee, which, apart from a 
fixed amount provided by the B.M.A., met all its own 
expenses. The CHAIRMAN wound up the discussion by saying 
that enough had been said to show the seriousness of the 
position. 

Rushed Conferences 

Letters of complaint were considered. They came from 
the Birkenhead, Glamorgan, Norfolk, and Cheshire Local 
Medical Committees, the burden of complaint being that 
as a result of the present procedure many important matters 
were rushed through Conferences of Local Medical Com- 
mittees with undue haste ; that the microphone was largely 
monopolized by G.M.S. Committee spokesmen; and that 
decisions on important subjects had been arrived at after 
the most perfunctory treatment. There was a suggestion 
that the Conference should continue into a second day. 

The CHAIRMAN said that the letters indicated a sense of 


frustration, but the fact remuined that the Conference had 
only itself to blame, as it made all decisions as to limitation 
of speeches, references to committees, and the like. The 
answer really lay with the representatives themselves. 

Dr. B. Burns thought that the fast Conference had been 
rather hurried. There had been a large agenda for a one- 
day session, 

While it was essential to remember, said Dr. A. TALBoT 
Rocers, that the Conference was really the G.M.S. Com- 
mittee giving a report of its stewardship and listening to 
criticisms, there was a tendency for too many members of 
the Committee to use the microphone. After half an hour 
of that, the representatives often felt that they had had 
enough and moved “ Next business.” On the other hand, 
with longer Conferences it often happened that not a great 
deal was accomplished on the first day and there was a rush 
of work on the next. 

The view of Dr. W. MorGan Evans was that, while the 
object of the Conference was to give instructions to the 
G.M.S. Committee, the only member of the Committee 
whom the provincial medical men wished to hear was the 
Chairman. The Chairman was then virtually the mouth- 
piece of the Committee, and the Conference regarded as 
unnecessary the habit of other members using the micro- 
phone unless they had been so instructed by their 
constituents. 

Dr, A, N. Maruias, recalling that he would be the Chair- 
man of the next Conference, said that it had a purpose 
other than that of instructing the G.M.S. Committee. It 
was a place of education, where those from the periphery, 
with their local views, were taught to meet others, to listen 
to their points of view, and to become medico-politically 
conscious. He had no doubt that in the next few years the 
profession would have on its hands a real fight with the 
Government, and, unless they educated the periphery, 
roused their enthusiasm, and encouraged them in every way, 
there would not be that peripheral support without which 
there was no hope of success. 

Dr. F. Gray said that the duration of Conference was 
a matter to be decided by Conference. He could not agree 
with Dr. Morgan Evans's view that the G.M.S. Committee 
Chairman should act as sole spokesman for the Committee. 

It was agreed that the Committee would be able to decide 
at a reasonable time before convening next year’s Confer- 
ence how many days it would need, and that, in the mean- 
time, the letters should be referred to the Agenda Committee 
for its consideration. 


Calculation of Central Pool 


The CHAIRMAN reported that the final settlement for 
1955-6 had -been agreed with the Ministry. There was, in 
addition, a sum of £43,000 from the previous year, and an 
additional Exchequer superannuation contribution of £6,000. 
The final settlkement amounted to £5,203,000—the highest 
sum ever paid out. 
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Dr. W. M. Knox did not like the term “ final settlement” 
and could not understand how it had come to be used. 
It had previously been known as a “supplementary pay- 
ment” and in Scotland was still paid as such. 

The CHAIRMAN indicated that the term “ final settlement ” 
was originally recommended by the Working Party. He 
informed Dr. F. Listiman, who had pointed out the possible 
serious income-tax effects of two balancing payments in the 
one year, that when some years previously a similar situa- 
tion had arisen the Inland Revenue authorities had made 
no difficulty, and the Committee then adopted a motion by 
Dr. A. Tatsor Rocers that in the present case a similar 
approach should be made to the Inland Revenue. 

Referring to Resolution 51 of the Annual Conference, 
the CHAIRMAN said the Ministry had already been persuaded 
to advance payment by three months this year, making the 
date October | instead of December 31. The Ministry was 
giving further consideration to the question, though it still 
made the reservation that a certain sum should be held back 
for various contingencies. 

Resolution 53, that Conference no longer regarded the 
present method of distribution of final settlement as satis- 
factory, was in a different category, continued the Chairman, 
and it was agreed that it should be fully discussed at a later 
date, 

It was decided to take no further action on Resolution 55, 
which asked for interest to be paid on all sums outstanding 
in the central pool six months after the end of the relevant 
year. 

The CHAIRMAN reported that the Ministry had agreed to 
raise the net income limit by £100 per annum and the 
“ ceiling” from £1,500 to £1,600 per annum. For the sake 
of simplicity those payments already in force this year would 
receive a 5%, increase. On the proposal of Dr. F. Gray it 
was agreed to discuss these proposals further with the 
Ministry. 

The CHAIRMAN stated that Conference had been told that 
the Ministry had agreed to the principle of monthly pay- 
ments. The mechanics of distribution had not proved easy, 
but he thought that the Ministry's suggestion was perfectly 
fair and would not prejudice anyone. 


Service Committees and Tribunal Regulations : Medical 
Advisory Committees 


The CHAIRMAN said that, though the small group ap- 
pointed at the last meeting to consider the personnel of the 
panel of medical practitioners from which members of 
advisory committees were chosen was not yet in a position 
to finalize matters, a start had been made. It had received a 
comprehensive list from the Ministry and had made pre- 
liminary recommendations. The 10-year rule should obvi- 
ously remain. About half-a-dozen on the list were dead and 
the names would have to be removed. Those who were 
originally on the list but no longer members of the G.M.S. 
Committee had been reviewed. 

Une matter on which the Chairman and his colleagues 
in the group would like the advice of the Committee was 
on whether there should be a qualifying period even for 
members of the Committee, as it occasionally happened that 
somebody was a member for one year only. Should there 
be a minimum period of membership of two or three years, 
during which time the member gained experience ? 

Dr. C. M. Scott proposed a qualifying period of two 
years. In the first year a member was in no fit position to 
represent his colleagues on disciplinary matters. 

Describing it as a “ delicate and difficult subject,” Dr. F. 
Gray informed the Committee that the list consisted of 60 
names. Of those, six were dead, as the Chairman had 
mentioned, and 31 were G.M.S. members. Of the remaining 
23 it was felt that some had not always the necessary 
experience. 

It was agreed that there should be a two-year probationary 
period ; that the subcommittee should have discretion in 
the “ pruning” of the 23 names remaining ; and that those 
already on the list should remain even though they might 
not have served the probationary period. 
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Assistants and Young Practitioners Subcommittee 

Dr. F. Gray presented the minutes of the Subcommittee, 
drawing attention to its resolution : ' 

“That it be recommended to the G.M.S. Committee: (a) 
that it should be the duty of the Advisory Committee to 
make recommendations with a view to the elimination of 
abuses; (6) that a report on his traineeship should be 
sought from the trainee about nine months after he has 
completed his training with a view to such reports being 
considered when the trainer's application for the next 
following year is being considered.” 

The Committee received the report and referred the 
resolution to the Trainee General Practitioner Advisory 
Committee. 

Practice Vacancy Appeal 

Dr. M. Sorssy made strong complaint of the Ministry's 
attitude in a case where the Minister had reversed a decision 
of the Appeal Committee. The letter from the Ministry 
stated that it was the Minister's “. . . function to review 
the manner in which the selection has been made by the 
Medical Practices Committee (in consultation with the 
Executive Council) and only to overrule the Medical 
Practices Committee (the statutory body responsible) if he 
thought that there has been some real miscarriage of justice 
through an oversight or impropriety on their part.” That, 
asserted Dr. Sorsby, was an attempt by the Ministry to set 
up new ways and means of saying that whatever the Medical 
Practices Committee decided was sacrosanct and that only 
very occasionally would an appeal be permitted. If that 
was to be the case, then there was no point in having 
appeals. In any case, though the Minister had the right of 
reversal, he should state his reasons. 

He was strongly supported by Drs. F. Gray, A. TALBOT 
Rocers, J. T. Batpwin, and J. A. PripHam, and it was 
decided to sent a strong letter to the Ministry, followed by 
further discussions. 

Influenza Epidemic 

Dr. F. M. Rose drew attention to a broadcast recently 
made on this subject by a spokesman of the Ministry of 
Health, who had advised sufferers to go to bed for a few 
days and take some aspirin. Although that might seem 
labour-saving advice from the profession's point of view, 
continued Dr. Rose, it had serious implications, inviting, 
as it did, the patient to make his own diagnosis and to take 
a preparation not always suitable to all patients. The 
Ministry ought to be “ brought to book,” as otherwise it 
might issue similar advice on other illnesses. 

The CHAIRMAN said that a deputation, representative of 
the General Medical Services, Central Consultants and 
Specialists, and Public Health Committees, had attended at 
the Ministry of Health on September 3 with a view to 
devising, if possible, some procedure to cope with an 
epidemic on a large scale. He himself had spoken of the 
need for combining all available resources and had suggested 
that as many beds as possible should be available in special 
hospitals which could be brought into use in time of 
epidemic. 

Though it had been agreed on all sides that action would 
necessarily be a combined operation, it was also considered 
that machinery on a purely national basis would not be 
practicable but should be operated locally and provincially. 
The bodies concerned would be the local medical com- 
mittees, hospital management committees, and local health 
committees. It was believed that the medical officers of 
health would know almost as soon as the general practi- 
tioners that there was an epidemic and that therefore they 
should be responsible for convening meetings at which local 
“ skeleton” schemes could be evolved. 

It was understood the Chief Medical Officer was sending 
a letter to medical officers of health of local health 
authorities about co-operation in the event of an epidemic 
during the winter, and the Committee agreed that, with the 
agreement of the Ministry, the Secretary should send copies 
of that letter to local medical committees and ask them to 
accept the proposals therein contained. 
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Drugs for Private Patients 

The CHAIRMAN reported that a deputation, led by Dr. S. 
Wanp (Chairman of Council), had discussed the subject 
with the Ministry. The Ministry's view was that in order 
to maintain proper control all private patients and their 
doctors would have to be identified by being registered with 
executive councils. There would also be dangers of 
inflation as a result of private patients changing their 
doctors, and ample checks would have to be provided. The 
Chairman went on to say that the most important point was 
that, having dealt with all such problems, the G.M.S. Com- 
mittee would then have to face a method of payment based 
not on the Danckwerts recommendation of the numbers 
of doctors in the Service but on the number of patients. 
It was obvious that, in view of the lateness of the hour, the 
Committee could not give to the subject that day the full 
consideration that it deserved. 

It was agreed to refer the matter to the Private Practice 
Committee and to debate it again in the light of that 
Committee's views. 

Time, and a consequently diminishing attendance, pre- 
cluded the completion of a very heavy agenda, but in 
the course of the proceedings the Committee dealt appro- 
priately with the various Resolutions referred to it by the 
Annual Representative Meeting, and by the Annual Con- 
ference of Local Medical Committees held on June 6, 1957. 
In particular, a long series of resolutions from the latter 
Conference and emanating from Kent and Canterbury, 
calling for revision of the Service Committees and Tribunal 
Regulations, resulted in the reconstitution of the former 
subcommittee presided over by Dr. H. Guy Dain. Among 
other subjects, the Committee also gave consideration to 
group practice loans, elimination of inflation, protection 
of practices, postgraduate courses in occupational health, 
and the Scottish reports, 


GENERAL MEDICAL SERVICES DEFENCE 
TRUST 
The Minutes of the meeting of the Trustees held on 
April 18, 1957, having been signed as a correct record, and 
the officers of the Trust having been reappointed, Dr. Kate 
HARROWER spoke on the financial situation of the Trust for 
the period January 1 to June 30, 1957. 


NATIONAL INSURANCE DEFENCE TRUST 


The formal business having been transacted, Dr. 
HARROWER said that the accounts told the “ same sad story ” 
of rising costs. Conferences had cost £4,065 as against 
£1,649 in the previous year. Committee fares had increased 
and that would probably prove to be a continuing trend. 
Contributions towards committee expenses were very much 
greater consequent upon the decision to meet all expenses 
above £500. There was also a guarantee of £10,000 to the 
Guild. Total expenditure before income tax amounted to 
£20,000-odd as compared with a little over £5,000 in the 
comparable half-year of 1956. There was an overall deficit 
of over £6,000, but that would mean the recovery of some 
income tax already paid. 

Dr. Harrower then dealt with the recommendation of 
the Alternative Service Subcommittee of a special levy of 
1d. per patient per quarter—an item in the main agenda of 
the G.M.S. Committee which had been deferred to that 
stage. As Deputy Treasurer she would like to see all extra 
moneys obtained paid directly into the fund in order to 
bring it as near as possible to the £im. The drawback 
of a special fighting fund was that it was accounted for 
separately and any balance subsequently returned propor- 
tionately to the donors, 

Following on the remarks of several members, the 
CHAIRMAN said there could not be an alternative scheme 
for withdrawal if there was not the money to run it. Dr. 
R. B. L. Ridge had suggested that they were unlikely to 
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receive the money unless those at the periphery saw what 
the scheme was, and he had also gathered that there was 
not at present a great deal of enthusiasm for a special levy. 
The general tenor of the debate so far was that the long- 
term interest would be better served by boosting the 
normal funds. 

Dr. H. S. Howie Woop recommended an appeal to the 
large percentage of the membership that had never paid 
so much as a penny to any of the defence trusts. In his 
own area he thought the percentage was as high as 40%. 

In his own area, and in the north of England generally, 
said Dr. J. C. AnTHuR, the membership was very keen on a 
feasible and workable alternative scheme. If that could be 
presented to them they would be liable to “ play ball,” but 
they would expect all the money to be spent on the special 
purpose for which they had been contributing for years. 

Dr. STEVENSON reminded the Committee that the special 
subcommittee had been instructed by Conference to 
formulate an alternative plan to get the profession “ out,” 
if necessary, after the publication of the Royal Commission's 
report. It seemed to him that the Committee was tending 
to discuss whether the alternative plan should be total or 
progressive, and that would put the subcommittee in a 
difficult position. If the withdrawal was to be progressive 
then the sooner there was a fighting fund the better. A total 
withdrawal would inevitably mean a very substantial 
fighting fund. The Committee was therefore prejudging the 
issue of a total or a progressive withdrawal and should make 
its decision in that light. 

Replying to a further point put by Dr. RipGe, the 
CHAIRMAN said that the subcommittee foresaw that some 
money would be needed in any event, but if there was to 
be a phased withdrawal the money must be produced as 
early as possible. As Dr. Stevenson had said, complete 
withdrawal would involve an enormous sum. 

As a member of the Alternative Service Subcommittee, 
Dr. B. Carpew said that the G.M.S. Committee must not look 
to the subcommittee for some new and miraculous sugges- 
tion. On the other hand, if, following the report of the 
Royal Commission, negotiations broke down, the Confer- 
ence would regard it as a rather feeble effort by the sub- 
committee if all that had been done had been to ask local 
medical committees to get their contributions up to normal. 
The special levy would at least show that business was 
meant. 

Dr. B. Burns's opinion was that the implication of Dr. 
Stevenson's remarks was that the Association either had 
very large reserves in hand or there could be no total with- 
drawal at all. The only alternative, therefore, was a phased 
withdrawal. In any conflict with the Ministry, the stock 
method used by the antagonists of action was to say there 
was no money in the “kitty.” He thought the levy should 
be more than the penny suggested, but in any case it should 
be sufficient to tell the profession as a whole that there 
might well be a conflict next year and that as much money 
as could be obtained was needed. If that was not enough 
incentive to the membership to contribute there was no 
hope in any case. 

Dr. J. A. PripHAM agreed with the previous speaker that 
they need not bother about enormous reserves. It was not 
proposed that they would be keeping the whole of the 
profession, but the profession should know that a consider- 
able amount of money would be needed to run an alterna- 
tive scheme and to help those who might be in a very bad 
way. The profession must be persuaded that, unless they 
were to surrender entirely to the Government, there would 
have to be a fight and that they must be prepared to raise 
the money for an alternative scheme. 

Agreeing with Dr. Pridham, Dr. C. M. Scott said that in 
the subcommittee there had been comparative unanimity 
of opinion that phased withdrawal was dead and that the 
only chance of success Jay in a mass withdrawal. 

This was confirmed by the CHAIRMAN, who nevertheless 
brought the Committee back to the realization that, what- 
ever the scheme, money would be needed. A number of 
other views were expressed before Dr. GouLp put the 
motion that local medical committees should be approached 
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to increase both their local subscriptions and their subscrip- 
tions to the funds. This was carried, as was Dr. C. J 
SWANSON’S proposal that the request for the special levy 
should be deferred until the Alternative Service Subcom- 
mittee had completed its report 


SERVICE ON DISABLEMENT ADVISORY 
COMMITTEES 
INCREASED FEES 

Following representations by the Association, the Ministry 
of Labour and National Service has agreed that, with effect 
from October 1, 1957, the fees paid to doctors serving on 
panels of disablement advisory committees of the Ministry 
should be increased as follows : session of up to 14 hours— 
£2 7s. 6d. (increased from £1 15s.) ; session of 14-24 hours— 
£3 3s. (increased from £2 Ss.) 

The Association pressed for a fee of £3 12s. 6d. for the 
longer session, but the Ministry refused to raise the fee 
above £3 3s. 


S.H.M.0.s IN CONSULTANT POSTS 


There are a large number of appeals to go before Com- 
mittee B of the Medical Whitley Council on behalf of 
S.H.M.O.s who are asking for their position to be reviewed. 
It is not expected, therefore, that Committee B will finish 
considering these appeals before next spring. The B.M.A. 
has been preparing the evidence for the cases. 


ASSAM BRANCH 


The annual general meeting was held on February 16, 1957, 
at the Central Hospital of the Jokai (Assam) Tea Company 
Ltd. at Panitola. Mr. G. B. Young was elected president 
of the Branch for the ensuing year, and Dr. D. A. H. Mc- 
Naught honorary secretary and treasurer. 

The president, Dr. W. J. Savage, addressed the meeting on 
“The Value of Antenatal Exercises,” and was followed by 
Dr. J. G. M. Wilson, who spoke on “ Medical Effects of 
Atomic Explosions,” and Mrs. J. Axel Hojer, who gave an 
account of a recent visit to Hiroshima and Nagasaki. Pro- 
fessor J. Axel Hojer spoke on Assam Government rural 
welfare and medical services. A clinical meeting was held 
in the afternoon, Dr. and Mrs. D. A. H. McNaught enter- 
tained members and guests to a cocktail party the previous 
evening ; the annual dinner was held in the home of Mr. 
and Mrs. G. B, Young on February 16, Professor and Mrs. 
J. A. Hojer being guests of honour. 


Questions Answered 


Cost of Attendance at Professional Congress 


Q.—/ am a part-time consultant with a regional hospital 
board and recently attended a professional congress. Can 
1 claim the expenses incurred against income tax ? 


A.—A consultant's costs for attending a professional con- 
gress are regarded as being of a personal or capital nature 
for the purpose of improving his professional knowledge. 
Allowances for tax purposes could be obtained only if the 
attendance could be shown to be a necessary part of the 
duties of his employment in accordance with the strict inter- 
pretation of Schedule E rules. If, however, the consultant 
also had a private practice assessed under Schedule D, and 
particularly if this assessment included his income from his 
hospital employment, a claim for costs could be submitted 
under the wider rules of this schedule as expenditure in- 
curred wholly and exclusively for the purpose of his prac- 
tice. The ground for such a claim would be that in a 
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consultant specialist practice it is essential to be in line with 
the most advanced medical knowledge and developments 
and that this expense is incurred to maintain full efficiency. 
If this argument could be supported by the facts of the 
individual case there should be good prospects of a reason- 
able settlement with the Inland Revenue authority. 


Provident Associations 


Sir,—The secretary of the Western Provident Association 
for Hospital and Nursing Home Services raised several 
separate issues in his letter on ethics of consultation 
(Supplement, September 7, p. 109). In pleading to the 
profession not to claim the maximum rates for which 
provident associations insured their members, he states : 
“It is often argued that inflation cannot affect provident 
associations because they have contracted to pay stated 
sums in money. But they have not: they contracted to 
pay up to certain sums.” This is an important point, but 
the secretary of the Western Association must surely be 
aware that in at least one large national provident associa- 
tion it is equally clearly stated that the benefits for which 
premiums are accepted are “ designed to provide the maxi- 
mum assistance towards the cost of treatment ” (my italics). 

All fair-minded readers must agree with the secretary that 
there is no justification for “ mulcting” even the “ business 
tycoon,” but it is doubtful if many will accept his thesis 
that by charging fees as laid down in the benefits available 
the practitioner is doing this. He states that the private 
patient “ wants security—or, in other words, cover,” but he 
must know that, as far as room charges alone are concerned, 
quite apart from medical or surgical fees, it is only the top 
scale of insurance which covers these. As for professional 
fees, he must be aware that in the lower benefit groups the 
amount offered for, say, a major surgical operation is less, 
and often considerably less, than the statutory fee for such 
a procedure in a private room of a State hospital. 

In other words, if the assurance company were being fair 
to its prospective clients it would make it clear (as it possibly 
does) that if they join the lower groups the benefits they 
receive will need to be supplemented from their own 
resources to meet the cost of room charges and possibly 
of medical fees. I use “ possibly” deliberately because, as 
the secretary must know, there are specialists who consis- 
tently reduce their fees to the level of what the association 
pays for the lower-scale benefits in a genuine effort to help 
patients in the lower-income group and to lessen the load 
on the general ward waiting-lists. In fact some even go 
further and on occasions themselves pay out of the reduced 
fee they receive the difference between the room charges and 
what the patient receives from the association toward the 
cost of these. 

On the other hand, when the “ business tycoon” is in- 
sured in the highest scale and demands the best room in 
the nursing-home, with television and telephone complete, 
together with, if possible, the prettiest nurse, it would seem 
reasonable that he should be charged whatever full fee the 
surgeon of his choice normally demands for the prostat- 
ectomy he performs. The fact that the patient is already 
heavily insured for benefits is no argument in favour of the 
surgeon reducing his fee. While agreeing with Mr. Dodd 
that “consultants and specialists should be careful not to 
kill the goose which lays the golden eggs,” it may seem fair 
to suggest that there is also no excuse for sponsoring the 
equivalent of an egg marketing board to issue standardized 
china ones.—I am, etc., 

Oxford. JOHN STALLWORTHY. 


Congratulations not Appropriate 
Sir,—I wonder how many doctors have been congratu- 
lated, as | have been over the past two weeks, on a rise in 
pay by patients who assume that this happens automatically 
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each time the National Insurance stamp goes up. To add 
to this belief the Ministry resorts to a form of deception by 
printing on the stamp itself : “ Includes Health Service Con- 
tribution.” Surely it is time we had a-simple easy-to-under- 
stand poster to explain the stamp and how we are paid. 

I am, etc., 


Winklcigh, N. Devon. P. L. RHopDEs. 


Ethics on Holiday 


Sir,—I see that the question of ethics has been receiving 
some attention in the Supplement of late, and I should like 
to draw attention to a form of unethical conduct which has 
been giving us some annoyance in the north-west Highlands 
and which I regret to say has increased recently as these 
areas have become more popular as holiday resorts. This 
is the habit of some of the doctors on holiday from the 
south of treating some of our patients without our knowledge 
and then sailing off, leaving us to clear up their mess. There 
are always a few hypochondriacs in every practice who like 
to ask all and sundry for their advice, but any doctor of 
experience knows very well that the worst thing he can do 
for them is to give in to the temptation to play to the 
gallery and take these people in hand on a casual basis ; 
for anything he does can have only a very transitory effect. 
and, lacking the detailed knowledge of the patient which the 
local practitioner possesses, he can do irreparable harm by 
his meddling. I can think of two recent cases off-hand. 
One, an asthmatic, given cortisone, with a resulting with- 
drawal reaction worse than the original state, and the other 
a query anaemia, being carefully nursed along in order to get 
a clear-cut blood picture, given vitamin By, which completely 
ruined any chance of making an accurate diagnosis. 

Were it the young and newly qualified who behaved in 
this way, we might excuse them in their newness, but I 
regret to say it is more often the older practitioners, who 
should know better, who indulge in this practice ; perhaps 
because they are not too successful in their own practices 
and this is a way of bolstering their ego—who knows ? 
Some even have the impudence to write to try to teach us 
what to do next, in the smug belief that we in the Highlands 
cannot possibly know much about medicine, and they are 
therefore being heipful. 

I think the B.M.A. might well issue a warning to all 
concerned to leave their bags at home and enjoy their holi- 
day as a holiday, and, if they really want to help the local 
doctor, offer to stand in for him and let him have a day's 
fishing in peace ; that would really be appreciated.—I am, 
etc., ‘ 


Lochinver, Sutherland. R. S. C. FerGusson. 


Medical Booklets 

Sir,—Dr. C. P. Wallace's political skill is clearly shown in 
countering criticisms by rhetoric (Supplement, September 7. 
p. 110). He mourns, with Horace, the passing years and 
deplores the morbid thoughts of those who fail to read the 
booklets which alone are suitable for the public. He adds 
fuel to the fire of introspective thought by advocating any 
form of medical study by the sick. Distrust of a doctor is 
never dispelled by debate. Treatment fide et fiducia is still a 
sine qua non of general practice.—I am, etc., 


London, S.W.16. H. G. Howrrt. 


Socialized Medicine 

Sir,—Following a recent visit to North America several 
facts emerged clearly in my mind. We in England, both lay 
and medical alike, because we are so close to the problem, 
are not fully aware how far we have drifted away from 
those who have continued to practise unfettered, free-enter- 
prise medicine. Medically speaking, we here now live in a 
different world. We are encompassed in a rigid system of 
medicine which becomes all the more obvious when observed 
from a distance. 

I had the pleasure of meeting a number of American and 
Canadian practitioners. It became obvious to me that many 
of these seemed concerned and pessimistic about our 
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socialized medicine, as they call it. It seems that we have 
set a false limitation to our medica! achievements by allow- 
ing ourselves to become encompassed so easily in a Govern- 
ment system ultimately controlled by the Treasury. I met 
doctors in single-handed practice and in large partnerships. 
I found that a given doctor, if he so wishes, can build up 
any type or size of practice to which he aspires, provided 
he settles in a suitable district. He can change his area of 
practice with comparative ease, and some financial loss as 
one would expect, and he can have a close contact with one 
or more hospitals. In America the public ultimately de- 
cides what should be spent on medicine as in other matters. 
They expect value for money. Sentiment is not entirely 
absent or considered to be out of date. Voluntary contribu- 
tions are readily made to hospitals and medical charities. 
In Great Britain it appears that we and the public have a 
restricted notion as to the value and cost of treatment. Our 
facilities and treatment are limited by the Treasury and are 
unrelated to the real cost and needs of a satisfactory service. 

Foolishly, for a number of reasons, we have destroyed the 
will and mechanism for the collection of charitable and 
voluntary donations. As a profession we have allowed our- 
selves to become hopelessly togged down by a political 
system, planned and implemented by politicians. We 
can expect no mercy until we ourselves by our own 
strength and initiative cast aside the yoke and bondage which 
are producing doctors limited in outlook and bereft of initia- 
tive and hope for the future.—I am, etc., 

Wembley. M. E. ARNOLD. 


Remuneration in the Public Health Service 


Sir,—** The moral and ethical aspects of this issue,” which 
Dr. C. J. MacQuillan implied that he had discussed in his 
letter (Supplement, August 24, p. 102), were in fact barely 
mentioned. Instead, what is presumably a genuine concern 
about pay in the public health service was obscured by rather 
bitter and confused words about pay to other doctors for 
part-time work with that service. 

Dr. MacQuillan’s comparison between commencing 
salaries of full-time public health doctors and sessional pay- 
ments to general practitioners is not a valid one. And 
“ professional service. with a local authority” does in fact 
merit “a peculiarly upgraded character" when the doctor 
involved has special ability and experience in the work to 
be done. General practice gives unique and continuing 
familiarity with normal clinical phenomena which is the real 
basis of medical practice and a most essential basis of paedi- 
atric and obstetric work which the local authority often (and 
quite rationally) asks the general practitioner to do. 

The latest rates of pay for doctors doing this part-time 
work were announced some nine months ago (Supplement, 
December 29, 1956, p. 228). It cannot have taken many 
medical officers this length of time to work out the implica- 
tions developed in the last paragraph of Dr. MacQuillan's 
letter. Of course it may be cheaper to employ full-time 
salaried doctors to do specialized clinical work in which they 
are not specially trained or experienced. If Dr. MacQuillan 
wishes to save ratepayers’ money it is quite ethical to suggest 
they pay doctors less ; but it is surely not ethical to suggest 
that because it would be cheaper to employ salaried rather 
than part-time doctors for some particular work it 
behoves the local authority to do so without regard to the 
skill and experience of the individual doctors concerned.— 
I am, etc., 

Newcastle upon Tyne, 4. 


Applications for Consultant Appointments 


Sir,—I would like to make an appeal, through your 
columns, to certain regional hospital boards and boards of 
governors of teaching hospitals to show a little more 
courtesy when dealing with our applications for consultant 
appointments. Three consecutive recent experiences will 
illustrate my point. 

In each instance the post advertised was a new appoint- 
ment. either whole-time or maximum. part-time, made 
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jointly by the regional hospital board and the teaching hos- 
pital. The appointment was in one of the more specialized 
branches of surgery and it was therefore unlikely that the 
total number of applicants would exceed twelve. Thus the 
boards concerned cannot argue that they were swamped with 
applications and therefore could not deal with them 
promptly. In each case 16 copies of the application were 
required and in each case these were dispatched by registered 
post 10 days before the closing date for applications. 

The first hospital acknowledged the application by return 
post. Within 14 days the interview was held, the appoint- 
ment made, and the short-listed candidates were paid their 
expenses within two days. The second hospital did not 
acknowledge receipt of the applications until a second letter 
was sent 10 days later. The interview was not held until 
ten weeks after the closing date, and expenses for the short- 
listed candidates were not paid until five weeks later, even 
though the expenses claim had been handed in at the time 
of the interview. The third hospital only acknowledged 
receipt of the 16 applications !0 days after the closing date, 
in a letter which informed the candidate that he would be 
written to again “in due course.” Ten weeks have now 
elapsed since the candidates were interviewed and the 
appointment made, but no further communication has yet 
been received from the hospital administrator concerned. 

In view of the widespread belief that doctors are most un- 
businesslike in dealing with their correspondence, it is a 
pleasure to record the teaching hospital administrator in 
the first example mentioned above was medically qualified 
whereas the other two were not.—I am, etc., 


SENIOR REGISTRAR. 


Practice Compensation 

Sir,—Dr. D. M. O'Connor (Supplement, September 14, 
p. 112) asks what is being done about our compensation 
money. I think he should have known the answer. Nothing 
is being done—i.c., achieved. What is being done—i.c., 
achieved—about the perpetual assistant? Nothing. If a 
man requires help in his practice then he requires a partner. 
Persistently to employ an assistant is, to my mind, a form 
of cheating. What is being done about the unfortunate 
senior registrars, who, owing to the curious conduct of some 
executive councils, find it difficult if not impossible to get 
into general practice, or who cannot attain any stability in 
their professional status ? Again, nothing. 

There seems to be a nebulous idea that at B.M.A. Head- 
quarters there is some magical body which will produce the 
rabbits out of the hat with little help from anyone else. 
Until it is appreciated that the B.M.A., by and large, is the 
profession as a whole, and until the profession as a whole 
is prepared to help itself, little is likely to be achieved. I 
can only speak for my own divisional area, but, even at the 
crucial time when the Guild was trying to produce some 
cohesion in the profession, at no meeting was there as much 
as a 25% attendance. At the ordinary B.M.A. meetings the 
attendance is usually less than 10%. I am afraid that while 
this state of affairs persists the answer to Dr. O'Connor's 
question and to many others must remain “ Nothing.”— 
I am, etc., 


Cheriton Bishop, Devon. F. E. GRAHAM-BONNALIE. 


Smr,—May I support Dr. D. M. O'Connor (Supplement, 
September 14, p. 112) in his query regarding practice com- 
pensation? That the profession was hoodwinked in 1948 
in this respect has long been obvious. The astonishing 
thing is that it has caused so little comment, even from those 
most affected. As things are, general practitioners who were 
in early middle life in 1948, and who must, of necessity, 
carry on in the Health Service, can now virtually say good- 
bye to the product of perhaps 20 years of blood, toil, tears, 
and sweat (in 10-15 years from now what will their com- 
pensation be worth ?). 
of course, likewise affected. Many of us, like Dr. O'Connor, 
would like to know if “ anything is being done.”—I am, etc., 
F. CRAVEN. 


Siceup, Kent 
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Association Notices 


Diary of Central Meetings 
SEPTEMBER 


Armed Forces Committee. 2 p.m. 


30 Mon. 
Registrars Group Executive coacuiee, 2 2 p.m. 


30 Mon. 


OcTOBER 
Amending Acts Committee, 2 p.m. 
Orthopaedic Group C ommittec, 2 2 p.m. 
Private Practice Committee, 2 p.m. 
Public Relations Committee, 2 p.m. 
Tuberculosis and Diseases of the Chest Group 


Committee, 2 p.m. 


fi 


3 Thurs. Central Consultants and Specialists Committee, 
10.30 a.m. 
4 Fri. Remuneration Subcommittee, Public Health Com- 
mittee, 10 a.m. 

4 Fri. Science Committee, 2 p.m. 

7 Mon 5.H.M.O.s Group Executive Committee, 2 p.m. 
8 Tues. Organization Committee, 12 noon. 
8 Tues, Medico-Legal Subcommittee, Central Consultants 
and Specialists Committee, 2.30 p.m. 
9 Wed. Occupational Health Committee, 10 a.m. 
10 Thurs. Charities Committee, 2.30 p.m. 
10 Thurs. Medical War Relief Fund Committee, 3.30 p.m. 
ll Fr Ophthalmic Qualifications Committee, 1.30 p.m. 
il Fri. Ophthalmic Group Committee, 2 p.m. 
17. Thurs. G.M.S. Committee, 10.30 a.m. 
i8 Fri. Public Health Commitiee, 10.30 a.m. 
18 Fri. Overseas Committee, 2 p.m. 
23. Wed. Alcohol and Road Accidents Committee, 2 p.m 


Branch and Division Meetings to be Held 


BRIGHTON AND Mip-Sussex Diviston.—At Hotel Metropole, 


Brighton, Tuesday, October A, 8.30 p.m., annual general meet- 
in Dr. William Bradley : Poliomyelitis. 
Division.—At Beckenham Hospital, Wednesday, 


October 2, 8.15 for 8.30 p.m., Professor Robert Platt, P.R.C.P.: 
“ Human Genetics.” 
CUMBERLAND Drviston.—At County Hotel, Carlisle, Sunday, 
September 29, 3 p.m., annual meeting. 
ARTPFORD Drviston.—At Livingstone Hospital, Dartford, 
Thursday, October 3, 8.45 p.m., G.P. clinical meeting. 
Dumrries AND GaLLoway Drvision.—At Gracefield Arts 
Centre, Friday, October 4, 7.45 p.m., meeting arranged by Local 
Dental Group in co-operation with Mr. Gillanders, of Depart- 
ment of Extramural Studies of Glasgow University. Talk_ by 
Dr. J. A. Imrie on some forensic experiences in which identifica- 
tion has been made largely through dental studies. B.M.A. 


members are invited. 

East Herts Drviston.—At Hertford County Hospital, Wed- 
nesday, October 2, 8 30 p.m., meeting. Films py wy by Dr. 
D. L. Gullick: (1) “ The Medical Witness ” The Surgical 
Treatment of the Tetralogy of Fallot”; (3) * ‘the Human Cervix 
in Health and Disease"; (4) “ Blood Transfusions.” 

Essex Brancu.—At Garons Banqueting Hall, High Street, 
Southend-on-Sea, Saturday, October 5, 12.30 for 1 p.m., official 
luncheon; 2.30 p.m., annual general meeting. 

Iste oF WiGut Drvision.—At Regency Restaurant (Week's 
Café), Newport, Isle of Wight, Friday, October 4, 7.30 p.m., 
meeting. Lecture by Dr. F. E. Camps: “ Poisoning: Accident ? 
Suicide ? or Murder?” At the invitation of the Isle of Wight 
Branch of the Pharmaceutical Society all medical practitioners in 
the area of the Division are welcome. 

Lewisham 


LewitsHaM Drvision.—At Committee Room, 
General Hospital, High Street, S.E., Tuesday, October 1, 
8.30 p.m., meeting. Talk by Mr. Patrick Back: “ The Trial of 


Adelaide Bartlett." Members may take their wives or a guest 
and members of Woolwich and Greenwich and Deptford 
Divisions are invited. 

Mip-Essex Drviston.—At Out-patient Department, Chelms- 
ford and Essex Hospital, Sunday, October 6, 10.30 a.m., annual 
sonia meeting. Address by Dr. A. Talbot Rogers: “ B.M.A. 

olicy 

NortH Mippiesex Drvistion.—At North Middlesex Hospital, 
Tuesday, October 1, 2.30 p.m., practitioners’ round. Mr. T. M. 
Hennebry : Orthopaedic and General Surgical Cases. 

NUNEATON AND TamMworTH Diviston.—At Red Lion Hotel, 


Atherstone, Tuesday, October 1, 7.30 for 7.45 P.m., informal 
supper; 8.30 p.m., lecture by Mr. D. S. Pracy : * Medicine and 
Doctors of the Renaissance and Shakespeare. 

Reigate Driviston.—At Redhill County Hospital, Tuesday, 
October 1, 7.45 p.m., clinical evening. 

SoutH Mippiesex D:viston.—At Red Lion Hotel, Hounslow, 


7.30 for 8 p.m., medical practitioners 
Film: “ The Life and Work of William 
Harvey.” 


Wemaey Diviston.—At Wembley Hospital. Tuesday, October 
1, 9 p.m., meeting. Talk by Dr. M. E. Arnold: “ Transatlantic 
Medicine, with special reference to General Practice and Private 
Insurance Schemes " (illustrated). Members of Harrow. Hamp- 
stead, and Willesden Divisions are invited. 


Wednesday, October 2, 
and pharmacists’ supper. 
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- ++ A tiny grey body, a red bill, a black cap, skimming towards 

the sun on wide pearly wings. Storming the great surging seas. 
plucked aside by blustering ocean squalls. it beats constantly on. There 
is no respite for the Arctic tern. Eleven thousand miles must be flown 
before it reaches the cool shellfish lagoons of its Antarctic summer 
home. Through muscle and good technique it overcomes the barrier set 


up by Nature. 


A barrier set up by Nature in the human body 
tends to be more baffling, and medicine is faced 
with the task of finding a way to overcome it. 
One such barrier, the mucosal block, keeps a 
great many patients constantly on the verge of 
iron-deficiency anaemia. When oral iron is 
administered to an anaemic patient, the Hb level 
is raised at first, but the very effect of this is to 
increase the efficiency of the mucosal block. The 
more the Hb level rises, the more effective the 
block becomes. Depleted body iron reserves 


remain depleted. The patient is never buffered 


against relapse. But, like the ocean wastes, the 
natural barrier to iron can be overcome—through 
muscle and good technique. Intramuscular iron 
by-passes the mucosal block. Fully absorbed and 
fully utilised, it not only raises the Hb levels, but 


also replenishes body iron stores. 


PRESCRIPTION INFORMATION. Each 2 mi. ampoule of Imferon 


will raise the Hb about 2.5°., (5 ml. about 6°.,), in an adult 
of average weight, as well as contributing to the replenishment of 
body iron stores. Imferon is available in ampoules of 2 ml. and 
5 ml. in boxes of 10 and 5 ampoules respectively. A simple 


dosage calculator and notes on intramuscular injection technique Trade Mark Iron-Dextran Complex 


Sor nurses are available on request. 
THE CERTAIN IRON THERAPY 


PIONEERS IN PARENTER/L IRON THERAPY BENGER LABCRATORIES LIM'TED,. HOLMES CHAPEL, CHESHIRE. 
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PRIMULA 
CRISPBREAD 


Made from selected unadulterated rye. 
Most appetising flavour. 

Delicate and almost transparent. 
Crisp but gentle to the teeth. 
Essential roughage without coarseness. 
Kindly to delicate digestions. 
Nourishing but non-fattening. 


Serr. 28, 1957 


AN INVITATION TO THE MEDICAL PROFESSION 


A free packet of Primula Crispbread with 
Analysis will be sent to you on receipt of 
application on your official notepaper. 


MADE ‘PURELY’ BY (eave. tro. MAKERS OF PRIMULA CHEESE SPREAD 


KAVLI LIMITED, ADMINISTRATIVE BLOCK, TEAM VALLEY, Co. Durham 
Telephone: Low Fell 77146 


NAPT PUBLICATION 


BCG AND VOLE VACCINATION 
new revised edition 

K. NEVILLE IRVINE, ™.a., L.n.c.r. 

Adviser in BCG Vaccination to the Oxford Regional Hospital Board 


The form of this handbook has remained unchanged, 
but over two hundred alterations have been made in 
the text to bring it up to date. New sections on 
treatment both of the normal vaccination reaction 


EMERGENCIES 


IN GENERAL PRACTICE 
from the British Medical Journal 
470 Pages (cloth bound), with full index 


and of complications have been added for the benefit 
of the general practitioner. 
Clothbound 15s. 
102 pages, 10 coloured plates, comprehensive index 
N APT 
Tavistock House North, W.C.1 


SPECIALIST JOURNALS 


ANNALS OF THE RHEUMATIC DISEASES 
BRITISH HEART JOURNAL 
BRITISH JOURNAL OF INDUSTRIAL MEDICINE 
SRITISH JOURNAL OF PREVENTIVE AND SOCIAL MEDICINE 
BRITISH JOURNAL OF VENEREAL DISEASES 
JOURSAL OF CLINICAL rATHOLOGY 
JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 
MEDICAL AND BIOLOGICAL ILLUSTRATION 
TBO 
(warterip. Subscription, €2 Ls. cack. 
BRITISH JOURNAL = PRARMACOLOGY AND CHEMOTHERA?! 
vworter ane a4 4s 
BRITISH JOURNAL (OPHTHALMOLOGY 
Monthly Ann on, £4 
OPHTHALMIC 
Siz and indes yeariy Annual Swbhacription, £4 44. 
Combined cop British €7 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 


This book deals with medical emergencies in a wide sense; 
acute clinical emergencies requiring prompt and skilful 
treatment; conditions such as faints and fits and giddy 
turns, the careful elucidation of which may mean the 
difference to a patient between a life of activity and one of 
restriction; acute psychiatric states; accidents of treatment, 
such as dangerous reactions to drugs or collapse during 
anaesthesia; and emergency calls when the doctor is 
isolated, as on a ship. 

It comprises 57 specially commissioned articles which 
appeared originally in the British Medical Journal. 

The author of each is an acknowledged authority. This 
collection, now revised by the authors, will be of value 
not only to general practitioners but also to senior «tudents, 
house-physicians, house-surgeons, and to those supervising 
their work in hospitals. 


PRICE 25s. net 
by post: inland 26s. 6d., overseas 26s. 
from booksellers or, by post, from Publishing Manager 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 
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CLASSIFICATION 
| 
APPOINTMENTS | and order of appearance 
Applicants should state name, address, aye, nationality, qualifications, and enclose Practi 
(unless otherwise specified) one copy each of 3 recentyetestimonials with short Partnerships 
statement of experience and appointments held. Assistantships 
Applications should be sent at once if no closing date is given. | Trainee General Practitioners 
| Canvassing in any form will disqualify. Laney 
WSERVICE MEMBERS may have difficulty in supplying recent | Situations (Medical) 
testimonials, but this should not deter them applying. | 5 
} A fully registered medical practitioner who is liable for National! Service must obtain deferment including pre-registration 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) ander appropriate specialty headings, as follow : 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment. | A heti Ophthal 
The position of provisionally registered medical practitioners who are liable for National | Amore etics phtha mology 
| Service has been made clear in a notice sent to them by the Ministry of Labour and National | sacteriology Orthopaedics 
Service Cardiology Paediatrics 
SALARY : Casualty Pathology 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Chest and Tb. Physical Medicine 
Registrar Grades, Whole-time Dental Plastic Surger 
IGISTRAR: P btaine E.N.T 
(a) REGI: 4 ‘osts obtained normally not less than two years after registration as a +i. P hiat 
medical practitioner and held normally for two years: £935 per annum in the first year; £1,061 10s. Geriatrics syc ay 
| per annum in the second and any subsequent years. If the post is resident a deduction of £170 | Infecti Discases Radiology 
per annum is made ous 
(6) SENIOR REGISTRAR © Posts obtained normally not less than four years after registration Medicine Radiotherapy 
as a medical practiiioner and held normally for four years; £1,210 per annum in the first year: Neurology Rheumatology 
£1,320 per annum in the second year; £1,430 per annum in the third year; £1,540 per annum Neurosurgery Surgery 
in any subsequent years. If the post is resident a deduction of £200 per annum is made. Obstetrics and Thoracic Surgery 
Other Grades, Whole-time Gynaecology Urology 
(a) HOUSE OFFICERS in the following order : 
| (i) Provisionally registered medical practitioners: £467 10s. per annum for the first post Consuttants, S.H.M.O.s. ws 
held; £522 10s. per annum for the second and al! subsequent posts held: — a. —_o = — 
| provided that the employing authority (subject in the case of a Hospital Management Committee | registrations. 
| to the consent of the Regional Hospital Board) shal] have discretion to determine that the remun- ‘ 
eration of any officer holding his first post in the National Health Service as a House Officer a 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital post . 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to | Public Health Pharmacists, etc. 
those of house posts in the National Health Service and supervised by appropriate specialist staff. | Industrial Receptionists, etc. 
(ii) Fully registered medical practitioners» £577 10s. per annum for any post held; Republic of Ireland Consulting Rooms, etc. 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may | Oversea Nursi Homes 
| be exceeded by up to £50 per annum where a post cannot be filled otherwise University and ng 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respeci Research for Sale 
of board and lodging and other services provided shall be made and each post shal! be tenable | Accommodation, etc. 
for six months ; Personal a nd T 
Cruises a ours 
(6) SENIOR HOUSE OFFICER: Posts obtained by fully registered medica! practitioners, | Notices H | 
and held normally for one year only: £819 10s. per annum. If the post is resident a deduction | Educational and otels 
of £150 per annum is made Lectures Miscellaneous 
j (c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- | Bi 3 hemist Homes 
} ments but who are neither Senior House Officers nor in one of the registrar grades, who have joc emt Ss 
less responsibility than other hospital officers of non-consultant status, and who have been Situations (Non-med.) | Agents 
| appointed for a limited or an indefinite period, not less than one year after full registration as Rat Back Cover. 
a medical! practitioner: £852 10s. by £55 to £1,182 10s. per annum. If the post is resident a =” dom « & Gee - 
deduction of £170 per annum is made | 2 
| ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE | MEMBERS ABROAD. Copies of vacancies 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE "The com 30. per 
| OF HOSPITAL MEDICAL STAFF covers up to three separate headings: additional 
(27/8/57) headings Is. cach 
“s | Please state type of vacancy and remit to the 


MERTON AND MORDEN (Merton Park) EXPERIENCED PRACTITIONER, 37, SEEKS 
opening in good class practice, London district pre- 


PRACTICES (Executive Councils) 


oe : n considered. Ample capi- 
For vacancies (except those in Scotland) apply on Applications are invited for vacancy duc to resi- Box PA BMJ 
Form E.C.16A, obtainable from the Executive nation in above urban district (intermediate). ‘ oe ee 
Council. * neark envelope “ Vacancy.” Practice of a female medica! practitioner for about M.B.. D.R.C.0.G.. WOMAN, EXPERIENCED 
35 years. List abour 1,100.  Resigning doctors | ¢ 'p “29 requires Partnership or view in rural arca | 
residence and surgery not available. Applications. | cone Engiand.—Box PA.360, B.M.J. 


APPLICATIONS ARE INVITED FOR VACANCY | ©” Form E.C.16A. to reach the undersigned not 
(City of Oxford) due to death, List as at July 1, | later than October 11, 1957S. H. Bennett, a PARTNERSHIP OR ASSISTANTSHIP WITH 
1957—5,098. Position regarding house and surgery | Of the Council, 187, Ewel! Road, Surbiton. (672 view wanted by M.B., M.R.CS., married, one 
accommodation not yet clarified. Apply by October -— mae} , j child, car owner. Capital for house. Ex HS., 
19. 1957, on Form E.C.16A, to: V. R. Parry, Clerk READING EXECUTIVE COUNCIL H.P.. also exp. casualty, orthopaedic, psychiatry. 
of the Oxford County and City Executive Council, owe Free January, 1958.—Box PA.380, . 
73, George Street. Oxford (6453) Applications are invited from registered medical 
practitioners for vacancy in populous arca of the 
Borough. Classification intermediate.” List at | ASSISTANTSHIPS VACANT 


present approximately 2.100, including County 


CRANBROOK, Keat 


patients. Residence and surgery available, subject . 
Applications invited for vacancy (rural) due to | t negotiation with owner Apply a form — aa thanks all applicants. Vacancy ts 
death. List at present approximately 2,620. Exist- E.C.16A, before October 9, 1957, to N Austin, 
ing surgery accommodation likely w be available, Clerk of the Council, 10, Guo Street, Reading, Wanted, Assistant. _ Car owner. Obstetric 
but not residence Apply, on E.C.16A, before Berks (6756) experience. No view. South London.—Box A.364, 
MJ. 


October 12, 1957, to undersigned.F. E. Miles, 
Clerk, Kent and Canterbury Executive Council, Wanted, Assistant, male, for partnership. North 
(67 


11, Station Road, Maidstone $7) ctl change Midlands town. Pleasant district. Salary £1,000 
‘ ‘ PRA ICES (Ex ) per annum, plus car allowance £150 per annum.— 


Apply Box A.356, B.MJ 


YORKSHIRE (WEST RIDING) EXECUTIVE NFAR WINCHESTER, SINGLE-HANDED. SUB- 
OUNCIL STANTIAL list. Good family house. London or Wanted, 
o land. —B R.379, BMJ ull- of part-time ingic or married. urn 
flat available Good remunetation.—Apply Box 
A.362, B.MJ 
Applications are invited for vacancy. md Wanted A one 
J ate! 7R9 male Assistant, porarity + preferably 
Gentisi accommodation available for | PARTNERSHIPS (Wanted) part-time. S.E, Londoa, Remuneration by mutual 
purchase. Apply, on Form E.C.16A, to the under- 
signed from whom further particulars may be ob- EXPERIENCED GENERAL PRACTITIONER, 43, Wanted, married Assistant with a view Ow ° 
tained, not later than October 12, 1957.—C. H married, secks Partnership or principal contem- North London practice. Private and nearly 000 
Stabler, Clerk, West Riding Executive Council, 5. plating retirement. London area preferred. Ampic N.H.S. patients. Two principals. Large unfur- 
St. John’s North, Wakeficid. (6641) capital for house. —Box PA.299, B.M.J. nished flat and garden — Box A.357, B.MJ. 


. 
£ 


Wanted, married male Assistant, Bristol. No 
view Car owner Obstetric experience Ample 
free accommodation Commencing salary 11.100 
inclusive Box A.367. BMJ 

Wanted October, Assistant, married, mate, C. of 
i British, car owner, experienced obstetrics, rural 
practice Chesh re. Unfurnished house.—Box A.384, 
BMJ 


Woeted, sing'e male Assistant from January 1, 


19458 Birmingham arca Car owner Salary by 
arraneement.—Box A.365, B.MJ 
Assistant, married, possible view, no 


pr 
Self-contained 


provincial town practice. S. Wales 
unf. flat free.—Box A.382, B.MJ 

Assistant (single) required immediately. Indoor. 
Reading. Rota duties. Good salary. Car allow- 
ance.—-Box A.3%61, BMJ 

Assistant with view. Married man. Protestant. 
British Ultimately required purchase house At 
present partnership of two West Country semi- 


rural. Starting salary £1,000. plus £200 car allow- 
ance.—Box A.35S3, BMJ 

Doctors required for duties with North Londons 
mobile Emergency Medical Service. G.P. experi- 
ence essential. Cars provided. “Phone Tudor 0051 

Four evening surgeries and emergencies weekly, 
N.W. district, house available rent free Five 
guineas per week Box A.385, 

Indian Doctor wanted for general practice in 
Liverpool, good prospects.-Box A.253, B.MJ 

Male Assistant with view. London, capable 
taking sole charge temporarily Jewish principal 

Box A.383, 

Part-thme Assistant for attractive single-handed 
Ideal for 


rural practice in southern Hampshire 
someone wishing to retire gracefully Box A.363, 
BMJ 
ASSISTANTS AVAILABLE 
Aberdeen graduate, 28, H.P.. H.S.. obstetrics, 


RAST desires Assistantship, preferably with view 
Midlands or south Own car Free October 
Box A354. BMJ 

Experienced G.P. available evening surgeries, 


nieht duty or week-ends. London area, not south 
Box A274, BMJ 
Experienced Indian requires 
ship London area Car 
BMJ 
M.B.. B.S. Bombay, M.R.C.P.E.. hospital, G.P. 
experience, desires Assistantship with view anywhere 
or part-time work London.—Box A.386, B.MJ 
M.B.. B.S.. single, 29. Any Acsistantship with 


part-time Assistant- 
driver. Box A.369, 


ecnuine vicw Box A.368, BMJ 

M.B.. Ch B., 1952, 29, car, single, H.S., H.P., 
R.A.M.C.. pathology, obstctrics, G.P. expcricnce, 
secks Assistantship with prospects Rural, semi- 
rural arca.—Box A.370, B.MJ 

Well-experienced G.P.. WLR.C.S.. L.R.C.P., 
Indian, car owner, wants Assistantship {Locum any- 
where.—Box A.387, B.MJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, male Trainee, car owner. South York- 


shire semi-rural practice Vacancy now.—Box 
T.372, 

Male Traimee required, ple i West 
London Car owner Ample free time —Box 
T.358. BMJ 

Married Traimee, two partners, country practice, 
cottage hospital. Car casential Flat 
scale. Car allowance.—-Friskney. Spilsby, Lincs 

. male, required November 1, Sutton 
Surrey Car owner Live out N.H.S. salary. 
£150 car. Ample spare time.--Box T.355, B.MJ 

T October, married, car owner, Lake Dis- 
trict, Rural cottage hospital. Furnished house avail- 


abiec NAS. salary Car £150.—Box T.390, 
B.MJ 
Trainee (male) semi-rural 


practice S.B. coast. N.H.S. scale. Car £150 Live 
out. Commence November.—Box 1.389, B.MJ 

Trainee required, group practice. Pleasant 
residential area southern outskirts Birmingham 
N.HLS. salary. Car owner preferable. Live out 
application, with experience.—Box T_160. 

Trainee, two partners. N.H.S. scale. £150 car 
allowance, flat available.—Dr. R. M. Wilson, Red- 
croft, Edgciey, Stockport, Cheshire 

Trainee, vacant November 1. Cumberland rural 
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REPLIES TO BOX NUMBER | 
ADVERTISEMENTS 


The names and addresses of ad- | 


vertisers using box numbers are 
held by us in strict confidence and 
| cannot be disclosed Applications | 
} should be separately enclosed and 
clearly addressed 
Box Ne 
British Medical Journal, 


B.M.A. House, 
Tavistock Square, W.C.1 


All communications are  for- 
warded to advertisers under plain 
cover 


it is not possible for this office 
to accept telephone messages for 
relay to advertisers. 


LOCUMS (Vacant) 


Wanted, Locum immediately for one month, two 
partners, rota system.—-Ur. Fletcher, 193, Newsome 
Road South, Huddersfield. Tel. : Hud. 3523 

Experienced Locum required from October 6-20. 


Fee 21 guineas weckly.-Box L.374, B.MJ 

Locum required, Leeds suburb, October 7 for 
three weeks Own car. Live out Salary by 
arrangement.—-Box L.373, B.MJ 

Locum wanted, October 13-27, with car. Accom- 
modation provided...Dr. O'Loughlin, 60, Cannock 
Road, Wednesficld. Wolverhampton Wolver- 
hampton 31583 


Bangour General Hospital, West Lothian 
(near Edinburgh) 
Maxillo-Facial and Plastic Surgery Unit 


Locum House Officer (Pre-registration post) 
required in the Maxi!lo-Facial and Plastic Surgery 
Unit of Bangour General Hospital, Broxburn 
Applications to the Group Secretary and Treasurer. 
Board of Management, Bangour Hospital, Broxburn 
West Lothian (6666) 


Barnet Geaeral Wellhouse Lane, Barnet, 
Herts (461 beds) 


Locum Registrar aed 


yna 


required for three weeks oes September 22 
Applications, with full details, to Hospital Secre- 
tary (Barnet 7421) (6066) 


Barnet General Hospital, Welthouse Lane, Burnet, 
Herts (461 beds) 


Locum Tenens (Geriatrics) 


required for week commencing October 4 Apply 
with details to Hospital Secretary (Barnet 7421) 
(6126) 
Coventry and Warwickshire Hospital 
Locum Casualty Officer 
from October 14 to 28 inclusive. J.H.M.O. status 
Applications to Hospital Secretary (6530) 


Gateshead and District Hospital Management 
Committee 


Beasham General Hospital, Gateshead, 


Locum Senior House Officer (Surgeon 
Single residentia] accommodation available 
Appointment from now until January 5, 1958 
Applications should be addressed direct to the 
Medical Superintendent of the above hospital 
(6655) 
Laton and Dunstable Hospital, Luton, Beds. 
Locum Surgical Registrar (Resident) 
required for four weeks from September 30 to 
October 27, 1957 Applications, giving full par- 
ticulars and names of referees, to Secretary, Luton 
and Dunstable Hospital, Luton, Beds (6523) 


jonal Hospital Board 


- and District 


and R 
Hospital 


Locum t (Maximum part-time) 
required immediately for the above Hospital 
Centres, for approximately two months Salary 
according to individual status. Apply. stating full 


details, to the undersigned.—H. Wilkinson, Group 
Secretary, Bury Genera! Hospital. Bury, Lancs 
(6414) 


practice. Car owner Accommodation single man 
no children. References.—Box T_285. 

Trainee wanted. Experience includes ity. 
Ample free time. Car owner. London, S.W.2.— 
Box T9388. BMJ 

Trainee with car, partners. 
Opportunities general, local hospital, industrial 
experience Ample icisure. Customary salary.— 
Box T.371, BMJ 

Vacancy married Trainee, North London. 
Early October. Fiat available.—Box 


Manchester Regional Hospital Board 
Rochdale (109 beds) 


Locum Orthopaedic Registrar 
required October | for approximately six weeks 
Written applications to be semt to Group Secretary 
Central Offices, Birch Hill Hospital, Rochdale as 
s00n as possibile (6746) 
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Mansfield General Hospital, Nottinghamshire 


Two Locum Senior House Officers 
(Casualty and Orthopaedics) 


Applications w Sccretary 


Newcastle Regional Hospital Board 


required (6521) 


East Cumberiand Group of Hospitals 
Senior Regi or in Anaesthetics 
on Locum basis for a period of two/three months 
required immediately Applications, naming three 
referees, to S.A.M.O., 72, Warwick Road. Cariisic 
(6667) 


Park Prewett Group Hospital Management 
Committee, No. 47 

Applications are invited for the appointment o! 

Locum Tenens Janior Hospital Medical Officer 
which is sow vacant. Conditions of service in 
accordance with national recommendations. Salary 
£19 Ss. per week. Residential accommodation is 
available for a single person. Plcase state psychi- 
atric experience and names of two referees. Appli- 
cations to the Group Sccretary, Park Prewett Hos- 

pital, Basingstoke, Hants, as soon as possibile 
(6661) 


Preston aad Choriey Hospital Management 
Committee 


Preston Royal Infirmary 
Locum Pathologist 
required in Group Laboratory. Grade and salary 
according to qualifications and experience, but not 
below Registrar grade. Applications, with names of 
two referees, 1o Group Secretary, Royal Infirmary, 
Preston (6546) 


Ronkswood Hospital, Worcester (312 beds) 


‘both 


Locum (S.H.0, grace) 
required immediately for approximately two months 
Applications to Hospital Secretary (6708) 


Shetheld Regicast Hospital Board 
Whole-time Locum m Resivrar (General Surgery 


E.N.T.) 
required unti}! October 11 at Boston 
General Hospital. Remuneration £19 Ss. per week 


Shefficld Regional Hospital 
10, saming 
(6547) 


Apply to Secretary, 
Board, Old Fulwood Road Shefficid, 
two referees 


Sheffield Regicesl Hospital Bourd 


W hote-time Lecum Resident Registra. 
(Orthopaedics) 
required October 1 to 27 at the Derbyshire Royai 
Infirmary. Apply to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood Road, Shefficid 
naming two referees (6563) 


Sheffici'd Regional Hospital Board 


Locum Resident Registrar (Psychiatry) 
required immediately at Saxondale Hospital, Rad- 
cliffe-on-Tremt, Notts. Remuneration £19 Ss. per 


week. Apply Secretary, Sheffield Regional Hospital 
Board. Old Fulwood Road, Shefficid, naming two 
referees (656!) 
Sheffield Regional Hospital Board 
Locum Pesid Regi (Orth dics and 
Casualty) 
required immediately at Victoria Hospital, 
Worksop. Remuneration £19 Ss. per week. Apply 
to Secretary, Shefficld Regional Hospital Board, 


Old Fulwood Road, Sheffield, naming two referees. 
(6562) 


South Manchester H.M.C. 
Wythenshawe Hospital, Manchester, 23 


Applications are invited for the post of 

Senior Howse Officer in Plastic Surgery 
at the above Hospital, for 10 weeks commencing 
October 14, 1957. This Officer is the only House 
Officer for a Plastic Surgery Unit of 71 beds which 
takes most of his time, but in addition there are 
some General Surgical duties Applications, with 
the names of two referees, to the Group Sccretary. 
Withington Hospital, Manchester, 20. (6623) 


Tees-side Hospital Management Committee 
Stockton-on-Tees 


Applications are invited for the appointment of 
Locum (Casualty) 
at the above hospital for duties to.commence on 
October 2. Duration of appointment four weeks. 
Applications, with full details, should be addressed 


as soon as possible to the Hospital Secretary. (6564) 


| 22 = 
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Locums (Vacant)—contd. 


Watford Chest Clinic, Peace Memorial Hospital, 
Watford 


Locum Registrar 
required immediately for work at the above chest 
clinic and beds (tuberculosis and chest medicine) 
at associated hospitals Experience of refills 
essential. Car is desirable and allowances are paid 
Apply immediately to the Physician-in-Charee 
(Telephone Watford 9266). (6350) 


Whitehaven Hosp 
(119 beds plus 31 beds in Annexe) 


Locum Junior Hospital i Officer Surge 
required October 7 to December 13, 1957. Duties 
similar to those of Surgical Registrar in a busy 
general hospital, offering considerable operating 
experience in both emergency and cicctive surgery 
Salary in accordance with national agreement 
Detailed applications, with names of two referees 
to Group Secretary, Workington Infirmary, Cum- 
berland. (S419) 


SITUATIONS (Vacant) 
Middlesex Local Medical Committee 


Part-time Secretary 

Applications are invited from registered general 
medica! practitioners, practising or recently prac- 
tising in Middlesex, for the post of part-time Scc- 
retary to the Middlesex Local Medical Committee. 
The successful applicant should be familiar with 
Committee procedure and have an intimate know- 
ledge of the Nationa! Health Service Acts and the 
relevamt Regulations made thereunder, and would 
be required to exercise gencral supervision over the 
Committee's staff and offices. The salary payable 
is 1,000 guineas per annum, together with travelling 
expenses at the British Medical Association scale, 
for an initial term of three years. Further details 
may be obtained on application to the Chairman. 
A written application, containing full details of the 
applicant's medical and medico-political experience, 
together with details of the size of his present or 
recemt practice, and the names of two referces, 
should be sent to the Chairman of the Middlesex 
Local Medical Committee, Tavistock House (North), 
Tavistock Square, W.C.1, by October 18. (6758) 


APPOINTMENTS 


ANAESTHETICS 
OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT IN ANAESTHETICS 
(whole-time of maximum part-time) to the Hospitals 
of the Reading’ Hospital Management Commitice 
Applicants must hoki the F.F.A., and have had 
wide experience in anaesthetics The successful 
candidate will be required to live in the Reading 
area. Applicants may visit the hospitals by arrange- 
ment with the Hospital Management Committce 
Secretary Applications (nine copies), stating age, 
qualifications, experience and the names of three 
referees, must reach the Secretary of the Board, 
43, Banbury Road, Oxford, by October 22. (6272) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR ANAESTHETIST 
whole-time, Tees-side group of hospitals—main 
hospital North Ormesby (184 beds). Non-resident. 
near main hospital Resident male singic 
accommodation available Post recognized for 
FFARCS examination Applications with 
names and addresses of three referees, to Senior 
Adminisirative Medical Officer, Regional Hospital 
Board, Benficld Road, Newcastle upon Tyne. 6, 
within 14 days (6565) 


REGIONAL 


NORTH-WEST METROPOLITAN 

HOSPITAL BOARD 

ANAESTHETIC REGISTRAR 

(resident or non-resident) required at the Luton and 
Dunstable Hospital (250 beds) and associated units 
(134 beds), for a one-year or two-year appointment 
Post recognized for D.A. and F.F.A.R.C.S.. and 
now vacant. The hospital may be visited by direct 
appointment Application forms obtainable from 
the Secretary, Luton and Hitchin Group Hospital 
Management Committee, St. Mary's Hospital, 
Luton, and returnable as soon as possible. (6566) 


THE MIDDLESEX HOSPITAL, W.1 


Applications invited for post of 
SENIOR REGISTRAR IN ANAESTHETICS 
vacamt January | Rules and application forms. 


obtainable from Deputy Superintendent. shou'd be 
returned, naming two referees, by October 17 
(6696) 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or, 
in the case of appointments under the 
Queensland State Government Insurance 
Office, with the Honorary Secretary, 
Queensland Branch, B.M.A., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments : 
CORPORATION OF GLASGOW. 
Medical Assistant Bacteriologist. 
RE?UBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff 
QUEENSLAND STATE GOVERNMENT IN- 
SURANCE OFFICE, 
By Order of the Council, 
A. MACRAE, 


September 24, 1957. Secretary. 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Winchester and Lord Mayor Treloar Groups 


REGISTRAR IN ANAESTHETICS 
(Registrar grade) required, Alton General Hospital, 
with duties at Lord Mayor Treloar and Henry 
Gauvain Hospitals, Alton, and the Royal Hamp- 
shire County Hospital, Winchester. Post recognized 
for F.F.A.R.C.S., and is resident or non-resident. 
Vacant January 1, 1958. Forms of application, 
Obtainable from Group Secretary, Royal Hamp- 
shire County Hospital, Winchester, must be com- 
pleted and returned by October 12, 1957 (6737) 


THE UNITED LIVERPOOL HOSPITALS 


Applications are invited for a post of 
REGISTRAR IN ANAESTHETICS 
to take up duty as soon as possible for the period 
to September 30, 1958 Annual re-appointment 
thereafter unti! completion of the normal period 
of training will be considered without need for 
further application. Registrars in Anaesthetics are 
required to spend six months in cach two years 
at the Liverpool Maternity Hospital, and while 
undertaking this duty they are required to be resi- 
dent. Apply by October 11, 1957, on form obtain 
able from the Secretary, 80, Rodncy Street, Liver- 
pool, 1. (6610) 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


APPOINTMENT OF CLINICAL ASSISTANT 
Applications are invited for the appointment of 
Clinica! Assistant in Anaesthetics to undertake onc 


weekly session, including emergencies, at Stroud 
General Hospital The successful candidate will 
work under the direction of the Consultant 


Anaesthetist(s) concerned. Payment will be at the 
rate of £183 15s. per annum per weekly 34-hour 
session. The appointment will be held for one 
year in the first instance. Applications, stating date 
of birth, qualifications and experience, together with 
the names and addresses of two referees, should be 
Regional Hospital 


sent to the Secretary of the 
Board, 27, Tyndalis Park Road, Bristol, 8, not later 
than October 12, 1957 (6704) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior House 
Officer grade according to experience. Post recog- 
nized under Fellowship and Diploma regulations. 
Applications, with names of two referces, to Group 


Secretary, Preston Hospital, North Shicids. (6531) 
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GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate Street, Gt 


SECOND RESIDENT ANAESTHETIST 
required, S.H.O. grade. Post recognized for the 
F.F.A.R.CS.. and vacant October 14. Applica 
tions. naming two referees, to Group Secretary 

(6709 


KETTERING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Kettering General Hospital, Kettering (110 beds) 


Applications are invited from registered medica! 
Practitioners for the appointment of 
SENIOR HOUSE OFFICER IN ANAESTHETICS 
Post vacant now. Post recognized for D.A. Appili- 
cations, giving details of qualifications and experi- 
ence. and enclosing copies of three recent testi 
monials, to be sent to the Group Secretary at the 
above address (6659) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
vacamt October 1, The appointment includes dutic» 
at both Leicester Royal Infirmary and the Leicester 
General Hospital. Recognized for the D.A.. F.F.A 
R.C.S. Applications, stating age. qualifications and 
experience, together with copies of recent testi- 
monials, to Group Secretary, Leicester No. 1 Hos 
pital Management Committee, The Leicester Roya! 
Infirmary. forthwith (6241) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT SENIOR HOUSE OFFICER 
IN ANAESTHETICS 
Post recognized for F.F.A.R.C.S Excellent 
Opportunities exist at this hospital for gaining 
tuition and experience in the administration of 
anaesthetics. The equipment is the most modern 
available Applications should be sent to Group 
Secretary, Romford H.M_C.., at the hospital as soon 
as possible (5996) 


PEMBURY HOSPITAL 
Pembury, Nr. Tunbridge Wells 


Applications invited for the post of 
RESIDENT ANAESTHETIST 

(Senior House Officer) 
Post vacant November 1, 1957. The post is tcn 
able for twelve months in the first instance and 
recognized for the D.A. and the F.F.A.R.CS 
Apply, stating age, qualifications and experience 
together with three testimonials, to Group Secre- 
tary, Sherwood Park, Pembury Road. Tunbridge 
Wells. (6374) 


ROYAL GWENT HOSPITAL, Newport, Mon 
(260 beds) 
(Recognized D.A. and F.F.A.R.C.S.) 


SENIOR HOUSE OFFICER 
required latter half of October. Non-resident. The 
successful candidate will receive a thorough training 
from the Consultants and no previous experience . 
in anaesthesia is necessary. When competent, wil! 


also be afforded experience at neighbouring hos- 
pitals. Assistance provided in finding accommoda- 
tion. Write, quoting two referees, to T. A. Jones, 


Group Secretary, 64, Cardiff Road. Newport 
(6567) 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER (Anaesthetics) 

Vacant mid-October. Six or 12 months. Duties 
mainly at Surgical Hospital, Crewe (120 beds), and 
Maternity Unit, Barony Hospital, Nantwich 
Recognized D.A. Previous experience not necessary 
New theatres with perfect air-conditioning and 
latest anaesthetic apparatus and equipment. Per- 
sonal supervision and teaching by Consultant 
Apply immediately, stating age. qualifications, etc., 
with names of two referees, to the Group Secre- 
tary, Barony Hospital, Nantwich, Cheshire. (6710) 


THE ROYAL FREE HOSPITAL GROUP 


SENIOR RESIDENT ANAESTHETIST 

Applications are invited for the post of Senior 
Resident Anaesthetist Applicants must be 
registered medical practitioners. The appointment 
is for six months, to commence as soon as possible. 
with duties at the North-Western Branch and 
Hampstead Genera! Hospital. Salary in accordance 
with the Ministry of Health scale for Senior House 
Officers. Application forms may be obtained from 
the Secretary, Royal Free Hospital. Gray's Inn 
Road, W.C.1, to whom they should be returned 
not later than October 12, 1957 (6662) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 
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BACTERIOLOGY 
THE ROVAL FREE HOSPITAL, London, W.C.1 


invited from registered medical 
whole-time, non 


Applications are 
practitioners for the pos; of 
reiden 

SENIOR REGISTRAR IN BACTERIOLOGY 
Appointment for one year in the first instance, be- 
ginning on or about Januaty 1, 1958 Experience 
in Bacteriology and training in Clinical Pathology 
& cascntial Applications, together with the names 
of three referees. should be sent to the Secretary to 
the Board of Governors, at the above address, not 
later than November 30, 1957 (6649) 


CARDIOLOGY 


NATIONAL HEART HOSPITAL, Maids Moreton, 
Buckingham 


(Country Branch of the Nati 


at Heart H 


Applications are invited for the post of 

RESIDENT MEDICAL OFFICER 
at the Hospitals Country Branch. The appointment 
is for a period of six months from November | 
1957, but may be renewed for a further period not 
exceeding six months. The status of the post is 
that of a Senior House Officer and the salary is in 
accordance with the terms and conditions of secr- 
vice The holder wil] be expected to attend on onc 
day weekly at the hospital in Westmoreland Strect 
Applications, with copies of three recent testi- 
monials, should be sem to me at Westmoreland 
Street, London, W.1, not later than October 5, 


1957.—-Robert G. E. Whitney, Secretary to the 
Board (6671) 
CASUALTY 

WELSH REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR CASUALTY OFFICER 
cequired at Caerphilly District Miners’ Hospital, in 
the Rhymney and Sirhowy Valleys H.M.C. area 
Vacant on January |, 1958. Commodious family 


flat at reasonable rent Salary within range of 
£1,653 15s. to £2,126 Se Tenure of appointment 
for a period not exceeding four ycars Applica- 


(twelve copies), naming three referecs, to 
Temple of Peace, Cathays Park. Cardiff 
(6676) 


thons 
SAMO 
within twenty-one days 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Infirmary, Blackburn (262 general beds) 


JUNTOR HOSPITAL MEDICAL OFFICERS OR 
SENIOR HOUSE OFFICERS 
avd Orthopaedics) (2) 
required October 6 and October 26, 1957. 1.H.M.O 
post can be for any period up to four years 
Recognized for F.R.C.S. Apply to Group Secre 
tary. Office, Royal Infirmary, Blackburn 
(6295) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal te@rmary, Botton (238 beds) 


SENIOR HOUSE OFFICER 


for Casualty Department with some orthopacdic 


duties. Recognized for F R.C.S. Resident or non 
resident. Staff of two with Consultant supervision 
and adequate relicf Post offers good casualty 
accident experience Applications, with the names 
of two referees, to Group Secretary, the Royal 
Infirmary, Bolton (6568) 
CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


SENTOR HOU se OFFICER 
required for Accident Unit at St. David's Hospital 
Form of application from Group Secretary, 44, 
Cathedral Road, Cardiff (8923) 


CONNAUGHT HOSPITAL, Walthamstow, E.17 
(123 beds) 


Applications are invited for the post of 

SECOND CASUALTY OFFICER 
with duties in the Department of Orthopacdics 
and Surecry ‘Senior House Officer grade) 
Recognized for F.R.CS Salary £819 10s. per 
ancum, less £150 per annum for board. lodging 
etc Applications, with full details and copics of 
two recent testimonials, should be sent immediately 
to Secretary, Forest Group H.M.C.. Lanethorne 
Rood. (6253) 


DERBYSHIRE ROYAL INFIRMARY. Derby 
(416 beds 


SENIOR HOUSE OFFICER (Casualty) 
Vacam November 2. Recognized for periods of 
six months’ casualty training for FRCS. The 
Staffing of the departmem is a Senior Casualty 
Officer and two Senior House Officers Apply 
stating age, experience, and two names for refer 
ence, to Secretary. (6524) 
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EAST HAM MEMORIAL HOSPITAL 
Shrewsbury Road, Loadoa, E.7 


CASt ALTY OFFICER 


(Senior House Officer), residem, for six months 
commencing November 23 1957 (Locum also 
vacant November 9) One of two (one is deputy 
RSO and other orthopacdic house surecon, as 
afranged) Appointment recognized for F.RC.S 
Apply. with copies of testimonials, by October 5, 


Ham Group Hospital 
(6739) 


to Group Secretary, West 
Management Committee, London, E.15 


ESSEX COUNTY HOSPITAL, Colchester (185 beds) 


Applications invited for posts of 
SENIOR HOUSE OFFICER 
to the Casualty and E.N.T. Departments 
SENIOR HOUSE OFFICER 
to Casualty and Radiotherapy Departments 
Posts tenable for six months or one year. Recor- 


nized for F.R.CS Applications, with copics of 
three testimonials, to Group Secretary, Colchester 
H.M.¢ 14, Pope's Lane, Colchester, Essex. (6711) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Elizabeth Hospital, Gateshead, 9 


A vacancy exists at the above hospital for 8 
SENIOR HOUSE OFFICER (Casualty) 
Married accommodation may be available to suit- 
able applicants. Applications should be addressed 
direct to the Medical Superintendent of the above 
hospital (6656) 


GRIMSBY GENERAL HOSPITAL 


Applications are invited for 
CASUALTY OFFICER (S.H.0. grade) 


with some E.N.T. duties. Post vacant in Novem- 
ber Up-to-date medical library and reading 
facilities available Applications, with names and 


addresses of two referees, to Hospital Secretary 
(6548) 


HERTFORD COUNTY HOSPITAL (173 beds) 
(Hospital situated 21 miles from London) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 
with attachment to Pacdiatrician and Ophthalmic 
Consultant. Salary £819 10s. per annum, less £150 
per annum residential emoluments Recognized 
under F.R.C.S. regulations. Appointment to com- 


mence as soon as possibile Apply. with full details 
and references. to Group Secretary Hertford 
H.M.C.. County Hospital, Hertford, Herts. (6760) 


AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
SENIOR HOUSE SURGEON 
to the Fracture and Orthopacdic Department. The 
post is graded Senior House Officer and is recog- 
nized for the F.R.C.S. examinations The depart- 
ment has two Consultants, about 60 beds, and a 
large out-patient attendance. It offers wide experi- 
ence Applications, stating age. nationality, and 
experience, togcther with copies of recent testi- 
monials, to the Hospital Secretary (5387) 


MANSFIELD AND DISTRICT GENERAL 
HOSPITAL (205 beds) 


Applications are invited for the two posts of 
SENIOR HOUSE OFFICERS 
to the Casualty and Orthopacdic Department 
Vacant October, 1957 The posts are recognized 
for F.R.C.S. Regulations Applications, stating 
qualifications. age, experience, etc... to be forwarded 


to the Secretary. Mansfield Hospital Management 
Committee. Crow Hill Drive, Mansfield, Notts 
(6822) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Hospital, Rochester, Kent 
ecognived for F.R.C.S.) 


CASUALTY OFFICER (S.H.0. gerade) 

Applications are invited from registered medical 
practitioners for the above post, which offers good 
experience with fractures and emergency surgery 
Post vacant in October. Tenable for twelve months 
Salary £819 10s. per annem Applications, stating 
age. nationality, qualifications and experience. with 
recent testimonials, to be addressed to the Hospital 
Secretary (6464) 


Serr. 28, 1957 


METROPOLITAN HOSPITAL 
Kingsland Read, London, E.8 


Applications are iavited | from registered medical 

practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Vacant October 18, 1957. Post is recognized for 
PRCS Applications, stating age. nationality 
qualifications and experience, ‘together with three 
testimonials, to the Hospital Secretary (6740) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotiey Bridge "General Hospital, 
Shotiey Bridge, Co. Durham (533 beds) 
Applications are invited for the following resi- 
dent post 
SENIOR HOUSE OFFICER (Casuaity) 
Salary £819 10s. per annum Deduction of £150 
per annum for board. fodging, etc Post recor- 
nized for F.R.C.S. Applications, stating age, quali- 
fications, experience and enclosing copies of two 
recent testimonials, to the Group Secretary. (6469) 


OLDHAM ROVAL INFIRMARY 
Recognized for F.R.C.S. 


Applications are invited for the appointment of 
SENIOR SURGICAL HOUSE OFFICER 
with duties predominantly in the Casualty Depart- 
ment, becoming vacant on September 29, 1957. Ap- 
plications, together with copies of two recent testi- 
monials. should be forwarded to the Group Secre- 
tary, Oldham and District Hospital Management 
Committee, Central Offices, Rochdale Road, 
Oldham, (6427) 


UPTON HOSPITAL. Slough 


SENIOR HOUSE OFFICER (Casualty) 
required, working with Casualty Registrar in busy 
Casualty Department. Experience given in Plastic 
and Orthopacdic cascs Applications, with names 
of two referees, to Secretary (6275) 


WARNEFORD GENERAL HOSPITAL 
Leamington Spa (197 beds) 


CASUALTY OFFICER (S.H.O.) 

male or female, resident or non-resident Post 
vacamt November 12, 1957. and suitable for one 
reading for higher qu@ilifications, being recognized 
for F.R.C.S.. affording contact with all specialist 
units in the hospital Applications, with names 
and addresses of three referees, to Hospital Sccre- 
tary. (6569) 

WATFORD AND DISTRICT PEACE 

MEMORIAL HOSPITAL (208 beds) 


Applications are invited for the post of 
S.H.0. CASUALTY OFFICER 
Vacant October Post recognized for F.R.C.S. 
Salary according to Nationa! Health Scales. Apply. 
with copies of two testimonials. to the Administra- 
tor, Peace Memorial Hospital, Watford, Herts 
(6361) 


ASHFORD HOSPITAL, Ashford, Kent 


HOUSE SURGEON (Casualty with Orthopaedics) 

This acute general hospital offers wide general 
and practical experience in medicine and surgery 
in addition to routine duties. Post, which is now 
vacant, is recognized for pre-registration 
and by the Royal College of Suracons for the 
FRCS. examination. Salary £467 i0s., 
or £577 10s. a year. according to experience, les 
£125 a year for residential emoluments Applica- 
tions. stating qualifications, experience. and the 
names and addresses of two referees, to the Groun 
Secretary, South-East Kent Hospital Management 
Committee, “ Ash-Eton.” Radnor Park West. 
Folkestone (6744) 


HACKNEY HOSPITAL. London, E.9 
(General, 841 beds) 


Applications for the six months’ resident House 
Officer apnointments of 
fa) CASUALTY OFFICER and HOUSE 
SURGEON. E.N.T. (now vacant) 
fb) CASUALTY OFFICER and HOUSE 


PHYSICIAN, Skin Dept. (now vacant) 
should be sent immediately to Secretary. above 
address, quoting C.O. (a) or (b) (6660) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END. Stratford, £.15 
JUNIOR CASUALTY OFFICER 
(House Officer 3rd post) required for six months, 


as soon as possible. Applications. with the names 
of three referees, to the Hospital Secretary by 
October 4, 1957 (6462) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr (375 beds) 


oo are invited for the following post: 
RESIDENT SENIOR J OFFICER 
(Casualty) 
Apply immediately. with full particulars and copies 
of two recent testimonials, to Growp Secretary, St. 
Tydfil’s Hospital, Merthyr Tydfil. (3488) 


READING, BATTLE HOSPITAL (391 beds) 

Applications are invited from registered medical 
practitioners for the post of 

RESIDENT JUNIOR HOUSE SURGFON 
in the Accidem and Orthopaedic Denartment. Post 
vacant November 1, 1957 FRCS. recognized 
Also Casualty duties. Apply, stating age. qualifica- 


tions (with dates), nationality, present post, with one 
to Hospital Secretary 
(8932) 


copy of recent testimonial, 
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Sept. 28, 1957 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN CHEST DISEASES 
at Scotton Banks Sanatorium, Knaresborough (200 
staffed beds). Visiting staff includes Teaching Hos- 
pita! Consultants. Resident. Applications, stating 
age. qualifications and details of present and 
previous appointments (with dates), together with 
the names and addresses of three referees, to the 
Secretary, Joint Registrars Committee, Park Parade. 
Harrogate. by October 9, 1957 (6570) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Crossley Hospital, Frodsham 


Applications are invited for the post of 
RESIDENT REGISTRAR IN THORACIC 
MEDICINE 
with duties at the above hospital, where thoracic 
surgery is undertaken Single accommodation is 
available in the hospital and a house is availabie 
for a married person. Forms of application from 
Dre. T. Lioyd Hughes, Senior Administrative 
Medical Officer, Liverpoo! Regional Hospital Board, 
19, James Street, Liverpool, 2, to be returned not 
later than October 12, 1957.--Vincent Collinge. 
Secretary to the Board (6689) 


LONDON CHEST HOSPITAL 


Applications are invited for the appointment of : 
RESIDENT MEDICAL OFFICER 
Appointment for one year from December 1, 1957, 
and graded as Registrar. Applications, stating date 
of birth. qualifications (with dates), and previous 
appointments held, with copies of three testi- 
monials, should be sent to the undersigned not 
later than October 12.—Thomas Brown, House 
Governor, London Chest Hospital, E.2 (6391) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN CHEST DISEASES 
mainly at Manchester Chest Clinic. The person 
appointed will also have dutics at Monsall Hospital 
(142 T.B. and non-T.B. beds), Manchester Northern 
Hospital (non-T.B. out-patients) and in the thoracic 
surgery units at Park and Baguiey Hospitals, and 
will later transfer to the Bolton area (Bolton Royal 
Infirmary. Bolton Chest Clinic, etc). Application 
forms from the Senior Administrative Medical 
Officer of the Board, Cheetwood Road, Manchester, 
8. to be returned by October 14, 1957. (6674) 


NORTH-WEST "IETROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications invited for the post of 
REGISTRAR 
at the Watford Chest Clinic, Peace Memorial Hos- 
pital, Watford, and associated beds (tuberculosis 
47. chest medicine 16) at Shrodelis and Holywell 
Hospitals Tins is a mew chest clinic. Expcrience 
in medicine and tuberculosis work  includ- 
ing refill techniques, is essential. This chest unit 
is closely associated with Hareficid Hospital, the 
Physician-in-Charge being on the Consultant Staff 
of this hospital Applicants invited to visit the 
clinic and should contact Physician-in-Charge 
Application form obtainable from, and returnable 
to. the Secre‘ary, West Herts Group Hospital 
Management Commitice. 9, Rickmansworth Road. 
Watford. Herts, by not later than 10 days after 
the appearance of this advertisement. (6343) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Barnsley Chest Service 
WHOLE-TIME REGISTRAR (Chest Diseaces) 
required Single accommodation available at 
Wathwood Hospita Duties at the hospital and 
Barnsicy Clinics under the supervision of the Con- 
sultant. Appomtment for one year in the first 
instance. Apply to Secretary, Sheffield Regional 
Hospital Board. Old Fulwood Road, Sheffie'd. by 
October 7. 1957_ giving age, nationality, qualifica- 
tions. ‘present and previous appointments (with 
dates), naming three referees (6571) 


UNITED OXFORD HOSPITALS 


Applications invited for post of 
NON-RESIDENT REGISTRAR 
in the Tuberculous Meningitis Unit at the Osler 
Hospital, Headington. Oxford, commencing on 
November 1. 1957. The post will be for one year 
in the first instance but eligible for extension to a 
second year Applications, on forms obtainable 
from the Administrator, Radcliffe Infirmary, 
Oxford, should be received not later than October 
$, 1957. (6572) 
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BELLEFIELD SANATORIUM, Lanark 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 
required. Applications to the Secretary, Board of 


Management for Glasgow Victoria Hospitals, 24, St 
Vincent Place. Glasgow, C.1 (6399) 


MIDDLETON HOSPITAL, tkiey (430 beds) 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 


required at the above hospital. This appointment 
provides for experience in the specialties of Tuber- 
culosis and Geriatrics Applications, stating age 
nationality, qualifications, and experience, to Hos- 
pital Secretary (6133) 


RUCHILL HOSPITAL, Glasgow, N.W. 


Two immediate vacancies for 

JUNIOR HOSPITAL MEDICAL OFFICERS 
Applications are invited for the posts (two) of 
J.H.M.O. in the Chest Department (Medicai Unit) 
The department consists of 200 beds for the treat- 
ment of pulmonary tuberculosis and other diseases 
of the chest. There is attached to the department 
a thoracic surgical unit of 60 beds Facilities 
are available for postgraduate study and research 
Applications, stating age. nationality, qualifications 
and experience, with names of two referees, to 
Physician Superintendent immediately. (6357) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT HOU: PHYSICIAN 
(S.H.O. grade) required at Winsley Chest Hospital 
(135 beds). Post vacant mid-October. Experience 
at this hospital equips officers for further advance- 
ment in the specialty Applications, stating age. 
qualifications and expericnce, with names of two 
referees, should be addressed to Group Secretary, 
Manor Hospital, Combe Park, Bath. (6573) 


BENENDEN CHEST HOSPITAL (169 beds) 
(Civil Service Sanatorium Society) 
Benenden, Nr. Cranbrook, Kent) 

SENIOR HOUSE OFFICER (Resident) 
required. male or female registered medical prac- 
titioner. Salary £715 per annum, plus untaxed free 
board and lodgings. wansferable superannuation 
scheme. The hospital, which is independent of the 
National Health Service. is fully equipped for the 
treatment, including regular major thoracic surgcry, 
of adult male and female patients with pulmonary 
disease, tuberculous and non-tuberculous. Applica- 
tions, stating age, qualifications, experience, with 
names of two referees, should be sent to the Chief 


Medical Officer as soon as possible (6435) 
CREATON HOSPITAL, near Northampton 
(138 beds) 


Applications are invited from suitably qualified 

medical practitioners for the post of 
SENIOR HOUSE OFFICER 

The hospital is for the weatment of both pulmonary 
and non-pulmonary tuberculosis. There is a modern 
major thoracic surgical unit for T.B. and non- 
tuberculous diseases of the chest. Applications, 
Stating age, experience and qualifications, together 
with the names and addresses cf two referees, 
should be sent to the Secretary, Northampton and 
District Hospital Management Committee, General 
Hospital, Northampton. (6574) 


GRASSINGTON HOSPITAL, Near Skipton 
(208 beds) 


SENIOR HOUSE OFFICER 
required for the above hospital, which provides 
treatment for tuberculous paticnts, men and 
women. Accommodation available for single appli- 


cants. Applications to Medical Superintendent. 
(6134) 


MARKFIELD HOSPITAL, Nr. Leicester (215 beds) 


RESIDENT SENIOR HOUSE OFFICER (Medical) 

Applications are invited for the above appoint- 
ment, the post being vacant on October 13, 1957 
Salary £819 10s,, less £150 residential emoluments ; 
time and opportunity for stady ; experience will be 
gained in chest diseases with close association with 
the major chest unit im the area Applications, 
giving age, qualifications, dates. ctc., together with 
copies of pwo recent testimonials, as soon as pos- 
sible. to the Physician Superintendent (6299) 


NORTHOWRAM HALL HOSPITAL, Halifax 
(108 beds) 


SENIOR HOUSE OFFICER IN CHEST DISEASES 
required. Post vacant October 1, 1957. Duties 
include attendance at busy chest clinic at the Royal 
Halifax Infirmary and non-tuberculosis chest ward 
work. This post offers excellent facilities for a 
study of chest diseases and experience is available 
with bronchoscopies and bronchograms. Salary 
£819 10s. per annum, with a deduction of £150 per 
annum for board residence, etc Applications to 
be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax (6703) 
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YORK “A” AND TADCASTER H.M.C. 
York, Fairfield Senstertem (68 beds), = Hospital 
(256 beds), and County Hospital (266 beds) 


Required in December, 1957 

SENIOR HOUSE OFFICER IN CHEST 

DISEASES AND GENERAL MEDICINE 
(non-resident) to spend half time at Fairfield Sana- 
torium and at the City Hospital, where 8 beds are 
teserved for investigation of chest cases, and at the 
Chest Clinic. where out-patient refill clinics are 
held, and remainder of time at the County and 
City Hospitals in the department of General Medi- 
cine. Previous experience in treatment of Tuber- 
culosis an advantage Applications, giving age, 
nationality, experience. qualifications and two 
referees, to Group Secretary, Bootham Park. York 
(6254) 


BROMPTON HOSPITAL, 5S.W.3 


Applications invited for the post of : 
NON-RESIDENT HOUSE PHYSICIAN 
for which there are two vacancies, for six months 
from December 1. 1957. Duties include work in 
Out-patiemn’ Department and Wards Salary at 
the rate of £557 10s. per annum. Applications, 
stating age, qualifications (with dates), nationality 
and appointments held, together with copies of 
testimonials, by October 5, 1957, to Kenneth A. F. 
Miles. House Governor. (6392) 


DENTAL 

ROYAL DENTAL HOSPITAL OF LONDON 
(St, George's H Teaching Group) 
Leicester Square, w.c. 

Applications are invited ‘for the post of 
SENIOR REGISTRAR 
Surgical Department, commencing December 1, 
1957. Duties will include treatment of both in- 
patients and out-patients. Applicants must possess 
a registrable dental qualification An additional 
dental qualification would be of considerable ad- 
vantage. The post is subject to the terms and 
conditions of service for Hospital Medical and 
Dental Officers. Applications, giving age, nation- 
ality, experience and qualifications, togcther with 
names of three referees, should be forwarded to 
the Secretary-Superintendent not later than (Octo- 
ber 18, 1957 (6390) 


ROYAL NORTHERN HOSPITAL 
Holloway Road, London, N.7 
CLINICAL ASSISTANT (Part-time) 
required for Dental Departmen. G.P. grade. Four 
sessions per week Application forms and further 
particulars from Hospital Secretary. (6672) 


EAR, NOSE, AND THROAT, ETC. 
DUDLEY ROAD HOSPITAL, Birmingham, 18 


REGISTRAR, E.N.T, SURGERY 
non-resident (approximately 40 E.N.T_ beds). Post 
recognized for D.L.O Experience specialty and 
higher qualifications an advantage Application 
forms from Group Secretary, w be returned by 
October 7, 1957. Candidates may visit ——. 

(6575 


ST. MARY'S HOSPITAL, Paddington, W.2 


SENIOR REGISTRAR 
to the Ear, Nose and Throat Department 
of St. Mary's Hospital required. Possession of a 
higher surgical qualification essential. The appoint- 
ment will be for a first period of 12 months, as 
from a date to be arranged, and the successful 
candidate will be eligible for re-election. Applica- 
tions, stating nationality, date of birth, permanent 
address, qualifications (with dates), and details of 
previous appointments (with gradings), together 
with the names and addresses of three referees, 
should reach Alan Powditch, House Governor, not 
later than October 1$, 1957, (6700) 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


EAR, NOSE AND THROAT SURGEON 
(S.H.0, g-ade) 
required at Ashton-under-Lyne Genera! Hospital. 
Vacant early October Applications, stating age, 
qualifications and experience, with copies of two 
testimonials, to be forwarded to the Group Secre- 
tary. Genera! Hospital, Ashton-under-Lyne, Lancs, 
as soon as possible (6300) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 
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Ear, Nose, and Throat, etc.—contd. 


NOTTINGHAM GENERAL HOSPIT AI 
Ear, Nove and Throat Department 


A SENIOR HOUSE OFFICER 
(Ear, Nose and Throat) 


required at above hospital. This post is recognized 
for the D.L.O. and F.R.C.S. examinations. Salary 
and conditions of service in accordance with 
Ministry Regulations Duties to commence about 
end Scptember Applications, stating age. qualifi 
cations, experience, and nationality. together with 
copies of testimonials. 10 be sent to Group Secre- 
tary (S713) 


SHREWSBURY HOSPITAL GROUP 


Eye, Ear and Throat Hospital 


SENIOR HOUSE OFFICER (E.N.T.) 


Duties at E.N.T. Hospital (68 beds) and Copthorne 
Hospital (168 beds) Post recognized for the 
DLORCS Vacant November 1, 1957 Appli- 
cations, with copy testimonials, to the Group Sec 
retary. Royal Salop Infirmary, Shrewsbury (5966) 


TEES-SIDE AL. MANAGEMENT 
COMMITTEE 


North Riding Infirmary (Eye, and Throat 
Centre) (120 beds 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (E.N.T.) 

at the above hospital, which is recognized for the 

FRCS. and the D.L.O. Applications, with full 


details and giving two names for reference, should 
be addressed to the Hospital Secretary (6532) 


TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 


HOUSE SURGEON (E.N.T.) 


(malic or female). Vacant now The department 
has a high turnover and four out-patient clinics 
weekly. Recognized for D.L.O. and FR.CS. No 
casualty department, Pre-registration post. but 


registered practitioners invited to apply Apply 
with copy of two testimonials, to the Administrative 
Officer (9470) 
GERIATRICS 


ST. JOHN'S HOSPITAL, Halifax (382 beds) 


SENIOR HOUSE OFFICER IN GERIATRICS 
AND GENERAL MEDICINE 


required Post vacant October 16. 1957. Salary 
£819 10s. per annum, with deduction of £150 per 
annum for board residence, etc Applications to 
the Group Secretary, Royal Halifax Infirmary. Hal)- 
fax (6626) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 
Brighton General Hospital 

HOUSE PHYSICIAN (Geriatrics) 
Aoplications are invited for the position of House 
Physician to the Geriatric Unit This is a large 
Unit with an active rehabilitation section, which 
provides excellent clinical facilities Vacant 
November |! Applications, stating «sual particu 
lars, together with copies of recemt testimonials 
should be sent to the Physician Superintendent 


Brighton General Hospital, Elm Grove, Brighton, 7 
(6402) 


INFECTIOUS DISEASES 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN INFECTIOUS DISEASES 


Leeds Road Hospital, Bradford (120 I.D. beds) 
(Residem.) Applications, stating age. qualifications 
and details of present and previous appointments 
(with dates), together with the names and addrcases 
of three referees, to the Secretary, Joint Registrars 
Committee, Park Parade, Harrogate, by October 9 
1987 (6576) 


RUCHILL HOSPITAL, Glasgow, N.W. 


Applications are invited for two immediate 
vacancies for 


JUNIOR HOSPITAL MEDICAL OFFICERS 


in the Infectious Diseases Department (450 beds) 
Excelient experience in infectious diseases and 
gencral medicine Undergraduate and post- 
graduate teaching unit and Regional centre for 
treatment of poliomyelitis Applications, stating 
nmationality, qualifications and experience. with 
Bames of two referees, to Physician Superintendent 

(6358) 


BRITISH MEDICAL JOURNAL 


BEAUMONT HOSPITAL, Slyme Road, Lancaster 
SENIOR HOUSE OFFICER (Infectious Diseases) 

Hospital recognized for D.C.H., and contains 
pacdiatric, dermatological, E.N.T., infectious 
diseases and pulmonary tuberculosis units The 
duties are such as to suit a candidate reading for 
higher cxaminations Applications, together with 
names of two referees, to Group Secretary, Royal 
Lancaster Infirmary, Lancaster (6729) 


LEEDS (GROUP B) HOSPITAL MANAGEMENT 
COMMIT TEE 


Seacroft Honpital. Leeds, 14 


SENIOR HOUSE OFFICER IN INFECTIOUS 
DISEASES 

The Infectious Diseases Section, average bed 

occupancy 100, is an 1.D_ undergraduate and post- 
graduate training unit and a Regional Poliomyelitis 
Centre Additiona| post for six months only 
Applications, giving persona| particulars, qualifica- 
tions and experience, with names of three referees, 
to Group Sccretary, Seacroft Hospital. Leeds. 14 
(6747) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Infectious Diseases Hospital 


SENIOR HOUSE OFFICER 
required, with duties also on the tuberculosis wards 
and the poliomyclitis diagnostic and respiratory 
centre Vacant October 1, 1957 Applications 
Stating age. experience and qualifications, together 
with the names of two referees. should be for- 
warded as soon as possible to E. H. Hurst, St 
Mary's Hospital, Milton Road, Portsmouth. (5999) 


MEDICINE 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Exeter Clinical Area 


Applications are invited for the appointment to 

the Exeter Clinical Area of a 
CONSULTANT PHYSICIAN 

with an interest in Geriatrics. The appointment 
may be held cither on a whole-time or maximum 
(nine sessions) part-time basis The successful 
candidate will have charge of general medical beds 
at the Royal Devon and Exeter Hospital, Exeter, 
Exeter City Hospital and Tiverton District Hospital, 
and of geriatric beds at the Exeter City Hospital ; 
he will also be required to visit other hospitals in 
the clinical areca as determined by the Regional 
Hospital Board. Further particulars of the appoint- 
ment can be forwarded upon request Fourteen 
copies of application, stating date of birth, quali- 
fications and experience. together with the names 
and addresses of two referees, shou!d be sent to the 
Secretary of the Regional Hospital Board, 27, Tyn- 
dalls Park Road, Bristo!, 8. not later than Qctober 
19, 1957 (6705) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 

appointment 
CONSULTANT PHYSICIAN 

at the Western Infirmary, Glasgow The appoint- 
ment is part-time on the basis of cight notional 
half-days per week. Applications (16 copies), stating 
date of birth, qualifications, experience, present 
appointment. and the names of three referces, to 
reach the Secretary, Western Regional Hospital 
Board, 64, West Regent Strect, Glasgow, C.2. not 
later than 30 days after the publication of this 
advertisement (6721) 


BOARD OF GOVERNORS OF THE UNITED 
SHEFFIELD HOSPITALS AND SHEFFIELD 
REGIONAL HOSPITAL BOARD 


RECIPROCAL TRAINING SCHEME FOR 
SENIOR REGISTRARS 

Whole-time non-resident Senior Medical Regis- 
trar required with initial tenure of appointment at 
the City General Hospital, Sheffield. The Hospitai 
has teaching affiliations with Sheffield University. 
and most of the Consultant Staff have the status of 
Clinical Teachers. There is a Professorial Medica! 
Unit and a Regional Cardiological Department 
Appointment for one year in first instance and 
renewable thereafter annually The successful can- 
didate will be transferrec to the Teaching Hospitals 
for the second phase of the appointment in accord- 
ance with arrangements under the Reciprocal Train- 
ing Scheme. Renewal of appointment and transfer 
to the Teaching Hospitals will be subject to satis- 
factory work and progrces Further details and 
form of application from the Senior Administrative 
Medical Officer, Shefficid Regional Hospital Board, 
Old Fulwood Road, Shefficid. 10. Forms w be 
returned by October 7, 1957 (6302) 


Sepr. 28, 1957 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, Near Maidenhead 


RESIDENT MEDICAL REGISTRAR 
required. Application forms from, and returnabi- 
to, Secretary, Windsor Group H.M.C., Atma Road 
Windsor, by October 5 (6277 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Ormskirk County Hospital 


Applications are invited for the post of 
MEDICAL REGISTRAR 
with duties at the above hospital. Forms of app!:- 
cation from Dr. T. Lioyd Hughes, Senior Adminis 
trative Medical Officer, Liverpool Regional Hos 
pital Board, 19, James Street, Liverpool, 2, to be 
returned not later than October 12, 1957.—Vincen: 
Collinge, Secretary to the Board. (4690) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR 
Bedford Gencral Hospital (436 beds), Bedford 
Vacant mid-October; appointment for one year 
renewable for second year. Hospital may be visited 
by writing to Senior Physician. Application forms 
obtainable from. and returnable to, Group Secre- 
tary, Bedford Group H.M.C., Kimbolton Road 
Bedford. (6256) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME MEDICAL REGISTRAR 
(resident) required at Lister Hospital, Hitchin (330 
beds) Post gives. good all-round experience in 
General Medicine and Paediatrics, valuable for 
the MR.C.P. Vacant November 7, 1957. Hos- 
pital may be visited by direct appointment. Appli- 
cation forms obtainable from, and returnable to. 
Secretary, Luton and Hitchin Group Hospital 
Management Committee, St. Mary's Hospital 
Luton, Beds, by October 7, 1957 (6278) 


OXFORD REGIONAL HOSPITAL BOARD 

REGISTRAR IN GENERAL 
to the Northampton General and Associated Hos- 
pitals The post will be for one year and be 
eligible for extension to a second year Applica- 
tions. on forms obtainable from the Secretary. 
Registrar Committee, 43, Banbury Road, Oxford, 
should reach him by October 14 (6550) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL MEDICINE 
Bridgend Gencra! Hospital, Bridgend (381 beds) 
Hospital recognized for major diplomas. Resident / 
Non-resident. Subject to review end of first year 
Application forms from S.A.M.O.. Temple of 
Peace, Cathays Park. Cardiff. within fourteen days 

(6677> 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL MEDICINE 
based at Cacrphilly District Miners’ Hospital, Cacr- 
philly. Subject to review end of first year. Appli- 
cation forms from $.A.M.O.. Temple of Peace. 
Cathays Park, Cardiff, within fourtcen days. (6675) 


BOARD OF MANAGEMENT FOR 
MOTHERWELL, HAMILTON AND DISTRICT 
HOSPITALS 


County Hospital, Cleland (200 beds) 


HOUSE OFFICER OR SENIOR HOUSE 
OFFICER 


Immediate vacancy For House Officer. Pre- 
registration post (Medicine). Applications to Medi- 


cal Superintendent, County Hospital, Cicland 
Lanarkshire (6457) 
HIGHLANDS GENERAL HOSPITAL 
Winchmore Hi, N.21 


SENIOR HOUSE OFFICER (Medical) 
Resident for Chest Unit (100 beds). Dutics include 
Tuberculosis work and investigation and treatment 
of Chest Diseases under supervision of the Finchicy 
Chest Clinic. Also General Medical and Geriatric 
work Applications, with copies of three testi- 
monials, to Hospital Secretary (6617) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT SENIOR HOUSE OFFICER 
(General Medicine) 
Merthyr General Hospital, Merthyr Tydfil (120 
beds) (this post is normally pre-registration and is 
due to terminate January 31, 1958) Apply. with 
full particulars and copies of two recent testi 
monials. to the Group Secretary, St. Tydfil’s Hos- 
pital, Merthyr Tydfil (5926) 


Sept. 28, 1957 


Medicine—contd. 
ST. GEORGE'S HOSPITAL (242 beds). 


Lincoin 


Applications are invited for the post of 
PRE-REGISTRATION HOUSE PHYSICIAN or 
SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
at the above hospital, which has been recently 
re-commissioned. Applications, giving full particu- 
lars, together with not less than two names for 
reference. should be forwarded to the Secretary as 
soon as possible. (6533) 


ST. LUKE'S HOSPITAL, Bradford (828 beds) 
ROYAL INFIRMARY, Bradford (505 beds) 


SENIOR HOUSE OFFICERS 
(General Medicine and C inical Pathology) 
One vacant October 1, 1957, and one vacant 
October 16, 1957 Applications, stating age 
nationality, qualifications and experience, with copy 
of testimonials, to Secretary, Roya! Infirmary, Brad- 
ford 6396 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 beds) 


HOUSE PHYSICIAN 
‘House Officer or Senior House Officer grading 
according to experience). Apply Group Secretary 
(6525) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the post of 
HOUSE PHYSICIAN 
at the Caernarvon and Anglescy Genera! Hospital, 
Bangor. The appoiniment is for a period of six 
months. Salary and conditions of service in accord- 
ance with those approved by the Ministry of Health 
Applications, stating age. qualifications and experi- 
ence, together with the names and addresses of two 
referees, to be forwarded to the Group Secretary. 
Pias Gwyn, Ffriddoedd Road, Bangor. within ten 
days of the appearance of this advertisement. (6664) 


EAST RIDING GENERAL HOSPITAL 
Deiffie'd, Yorkshire (247 beds) 


HOUSE PHYSICIAN 
Approved pre-registration post Fully registered 
practitioners may apply. Duties include acute and 
chronic medicine Good general experience ‘or 
first house appointment Apply Group Secretary 
Wes'wood Hospital, Bevericy, Yorkshire (6535) 


IPSWICH GROUP HOSPITAL MANAGEMENT 


St. Helen's Hospital, Ipswich 
(129% beds for Infectious —— Pulmonary Tuber- 
eulosis, Long Stay Orth ad Geriatrics, The 
area Chest Clinic is in oy Hospital). 


HOUSE PHYSICIAN 
required (post-registration appointment) Accom- 
modation available for married man. Applications 
to John Williams. Group Secretary, at the Ipswich 
and East Suffolk Hospital (Anglesea Road Wine) 
Ipswich. (6279) 


ROYAL SOUTH HANTS HOSPITAL (274 beds) 


Southampton 
RESIDENT HOUSE PHYSICIAN 
required. Pre-registration candidates cligibie 
Applications, with copies of testimonials, should 
be forwarded to Group Secretary, Southampton 
Group Hospital Management Committee, Bullar 
Street, Southampton, as soon as possib'e (6351) 


BRITISH MEDICAL JOURNAL 


ST. ALFEGE’S HOSPITAL (367 beds) 
Greenwich, $.E.10 


HOUSE PHYSICIAN 


Vacant mid-October, 1957 Six months’ appoini- 
ment Nationa! salary and conditions Applica 
tions and testimonials to Secretary, G. & D. /H.M.C. 
at above hospital, (6620) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Infirmary /Copth Hospital 
(500 beds) 


HOUSE PHYSICIAN 
pre-registration candidates cligibie Vacamt Octo- 
ber 24, 1957. Applications, with copy testimonials, 
to Group Secretary, Royal Salop Infirmary, Shrews- 
bury (6259) 


VICTORIA 


HOSPITAL, Romford, Essex 
(99 beds) 


RESIDENT HOUSE PHYSICIAN (Male) 
required from October 1, 1957. (Not pre-registra- 
tion appointment.) Applications should be for- 
warded to the Secretary, Romford Group H.M.C., 
Oldchurch Hospital, Romford (5936) 


WEST LONDON HOSPITAL 
Hammersmith Road, London, W.6 


TWO RESIDENT HOUSE PHYSICIANS 
(General Medicine) 
required, one November | and one November 9 
Pre-registration candidates considered. Age, quali- 
fications, experience, copies two recent testimonials, 
to Secretary by October 7. (6697) 


BOOTLE HOSPITAL, Liverpool, 20 


There will be a vacancy for a 
HOUSE PHYSICIAN 
from mid-October, recognized for pre-registration 
service Apply to Secretary, Walton Hospital 
Liverpool, 9, stating age, qualifications, experience 
names of two referces and date of availability for 
duty. (Pr.6647) 


CHESTER AND DISTR_CT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are invited for the post of 
HOUSE PHYSICIAN 
vacant September 26, 1957. The post is recognized 
for pre-registration service Applications, giving 
full details, together with the names and addresses 
of two referees, should be forwarded to the Hos- 
pital Secretary (Pr.6691) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


Applications invited for 
HOUSE OFFICER (Medical), two posts 
both vacant mid-October. Recognized pre-registra- 
tion Detailed applications to Group Secretary 
Hospital Management Committee, Princes Road, 
Stoke-on-Trent (Pr.6551) 
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IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Road Wing. Ipswich (280 beds) 
HOUSE PHYSICIAN 
(pre-registration) post vacant October 17, 1957 
Applications, stating qualifications, age, nationality, 
etc., with copies of three recent testimonials. to 
Hospita! Secretary (Pr.6577) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE "PHYSICIAN 
Recognized Pre-registration posts will be available 


commencing November 1, 1957, in the following 

hospitals approved under the Medical Act, 1950: 
Scarborough Hospital (191 beds)—1 vacancy 
County Hospital, York (222 beds}—1I vacancy 


Hull Royal Infirmary and Sutton (281 beds)—1 
vacancy 


Pontefract General Infirmary (100 beds)—1 
vacancy 

Clayton Hospital, Wakefield (200 beds)—I 
vacancy 

Pindertields Generali Hospital, Wakeficid (663 
beds)}—2 vacancies 

Genera! Hospital Dewsbury (119 
vacancy 

Royal Halifax Infirmary (301 beds)—1 vacancy 


Halifax General Hospita| (425 beds)—2 vacancies 
Bradford Royal Infirmary (507 beds)—1 vacancy 
St. Luke’s Hospital, Bradford (828 beds) 2 
vacancies 
St. James's 
vacancies 
*Seacroft Hospital, 
2 vacancies 
*Recognized for D.C.H 
Application forms can be obtained from the 
Senior Administrative Medical Officer, Park Parade, 
Harrogate, or from the Dean, School of Medicine, 
Thoresby Place. Leeds. 2, and should be returned 
to either of the above-named as soon as possible 
Application may be made in advance of results of 
final examination. Candidates wishing to apply for 
posts at more than one hospital should complete a 
separate form in respect of each hospital. (Pr.6246) 


MAIDENHEAD HOSPITAL, Berks 


Hospital, Leeds (1.539 beds) 10 


Leeds (60 pacdiatric beds)— 


Apptications invited for post of 
HOUSE PHYSICIAN 
vacamt November 4. Pre-registration post. Appli- 
cations, stating age, nationality, and qualifications, 
with names of three referees, to Secretary. (Pr.6552) 


NEW CROSS HOSPITAL, Wolverhampton 


(634 beds) 
HOU SE OFFICER 
N MEDICINE 
Vacant nee. 1. Applications to the Hospital 


Secretary. (Pr.6526) 


ST. ALBANS CITY HOSPITAL 
St. Albans, Herts (384 beds) 


HOUSE PHYSICIAN 
(House Officer grade) required for one of the two 
medical firms for duties mainly on the acute wards. 
Post vacant approximately October 21, 1957, and 
tenable for six months. Preference given to candi- 
dates secking post under the Medical Act, 1950 
Applications to Secretary, Mid-Herts Group Hos- 
pital Management Committee, Bicak House. Cather- 
ine Street, St. Albans. (Pr.6260) 


COVENTRY AND WARWICKSHIRE HOSPITAL 
HOUSE PHYSICIAN 
Pre-registration Resident. Vacant October 23. 
Applications to Hospital Secretary. (Pr.6534) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 
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Medicine—contd. 


TEES-SIDE HOSPITAL MANAGEMENI 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 


Applications afe invited for the appointment of 
HOUSE OFFICER (Medicine) 

at the above hospital The appointment. which 
is vacant now, is recognized for pre-registration 
service under the Medical Act, 1950. Applications 
stating full details and giving two names for 
reference, should be addressed to the Hospital 
Secretary at the above address (Pr.5746) 


VALE OF LEVEN HOSPITAL, Alexandria, 
Dunbartonshire (155 beds) 


Applications are invited for the post of 
RESIDENT HOUSE PHYSICIAN 
at the Vale of Leven Hospital for the current 
period The post is recognized for pre-registration 
Purposes Applications should be addressed to the 
Medical Superintendent at the above address 
(Pr.6730) 


NEUROLOGY 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


APPOINTMENT OF MEDICAL REGISTRAR 
(non-resident) at Maida Vale Hospital for Nervous 
Diseases, Londons, W 9 Applications are invited 
for the above fulltime appointment Grading as 


Senior Registrar Preference will be given to a 
candidate holding a higher degree who intends & 
epecialize in Neurology Applications, with copics 
of three recent testimonials, to be sent to the 
Secretary at Maida Vale Hospital. not later than 

7 (6%6}) 


October 2, 195 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


APPOINTMENT OF REGISTRAR 

Applications are invited from registered medical 
practitioners for the appointment of Registrar (non- 
resident) at the National Hospital, Queen Square, 
wel This post carries the grade of Senior Regis- 
trar Previous ncurological experience and higher 
medical qualification are desirabic The appoint- 
ment will be for one year in the first instance Ap- 
plications, with names of three referees, to be sent 
to the undersigned not later than October 28, 1957 

H. Ewart Mitchell, Secretary to the Board of 
Governors, The National Hospitals for Nervous 
Diseases, Queen Square, London, W.C.1 (6706) 


NEUROSURGERY 
ROYAL INFIRMARY, Edinburgh 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the Neurosurgery Department, from October 1, 
1957, for a period of six months. Applications by 
letter, stating age, qualifications and experience, 
to Medical Superintendent, (6753) 


OBSTETRICS AND GYNAECOLOGY 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL D 


Applications are invited for am appointment as 
PART-TIME CONSULTANT OBSTETRICIAN 
AND GYNAECOLOGIST 
for nine notional half-days a week in the Canter- 
bury and Isic of Thanet groups of hospitals 
Candidates must have had wide experience in 
obstetrics and gynaccology and be Members of the 
Royat College of Obstetricians and Gynaccologists 
The possession of other higher qualifications is 
desirable. The appointment will be in accordance 
with the Terms and Conditions of Service of Hos- 
pital Medical and Dental Staff (England and 
Wales) Candidates may visit the hospitals con 
cerned Apply. stating nationality, age, qualifica- 
toms and experience, including details of present 
appointment and war service, together with the 
names and addresses of three referees. to the Sec- 
retary, Advisory Appointments Committee. South- 
East Metropolitan Regional Hospital Board, 11, 
Portland Place. London, W.1, not later than 
October 12, 1957 (6827) 


OXFORD REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


(resident) to the Combined Reading Hospitals (100 
beds) Aoplicants should preferably hold the 
MRCOG Applications, on forms obtainabic 
from the Secretary. Registrars Committee, 43, Ban- 
bury Road. Oxford. should reach him by 
October 14 (6553) 
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SHEFFIELD REGIONAL HOSPITAL BOARD 


St. Helen Hospital, Barnsley (229 beds) 
(Recognized for M.R.C.0.G. and D.Obst.R.C.0.G.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics and Gyaaecology) 


required immediately Marricd accommodation 
available. There are 67 lying-in and ante-natal and 
20 gynaecological beds at this hospital Appoint- 


ment for one year io first instance Apply to Sec- 
retary. Sheffield Regional Hospital Board, Old 
Fulwood Road. Shefficid, by October 7, 1957, giving 
age, nationality, qualifications, present and previous 
appointments (with dates), naming three referees 
(6554) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Western Hospital, Doncaster (178 beds) 
(Recognized for the D.Obst.R.C.0.G. and 
M.R.C.0.G.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics and Gynaecology) 
required November 6 Appointment for one year 
in first instance Apply to Secretary, Sheffield 
Regional Hospital Board, Old Fulwood Road, 
Shefficld. by October 7, 1957, giving age. nationality, 
qualifications, present and previous appointments 
(with dates), naming three referees (6555) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
at the Royal Maternity Hospital and Royal Infir- 


mary, Glasgow Applications (12 copies), stating 
date of birth, qualifications, experience, present 
appointment, and the names of three referees, to 


reach the Secretary Western Regional Hospital 
Board, 64, West Regemt Street. Glasgow, by 
October 12, 1957 ; (6722) 


Sept. 28, 1957 


NORTH STAFFORDSHIRE ROVAL INFIRMARY 
Stoke-on-Trent 
Gynaecology Department 


SENIOR HOUSE OFFICER 
required. Post vacant shortly Recognized tor 
MRCO.G. (surecry) Experience in abnormal 
obstetrics availabic, but the work is mainly gynac- 
cological Detailed applications, with copy testi- 
monials, to Group Secretary. HM.C., Princes 
Road, Stoke-on-Trent (6005) 


ST. GEORGE'S HOSPITAL, Long Leys Read, 
Lincoia (242 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN GYNAECOLOGY 
Applications, giving full particulars, together with 
not jess than two names for reference, should be 
forwarded to the Secretary as soon as possible 
(6536) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary and Coptherse Hospital 
(500 beds) 


SENIOR HOUSE OFFICER (Gynaccological) 
Fifty gynaecological beds and two House Surgeons 
Post recognized for M.R.CO.G. Vacant November 


4. 1957 Applications, with copy testimonials, to 
Group Secretary, Roya! Salop Infirmary, Shrews- 
bury (6537) 


THE UNITED LIVERPOOL HOSPITALS 
The Women's Hospital 


Applications are invited for a post of 
SENTOR HOUSE OFFICER IN GYNAECOLOGY 
(resident) to take up duty as soon as possible for 
the period to September 30. 1958 Apply. by 
October 10, on form obtainable from the Secretary 
80, Rodney Street. Liverpool, 1 (6653) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 

(Obstetrics and Gynaecology) 
required for November 1, 1957. Recognized tor 
MRC.O.G. and D.ObstR.C.0OG. (combined ob 
stetrics and gynaccology). Based on Queen's Park 
Hospita Blackburn (a general hospita| with 8&3 
obst. ‘gynac. beds), with duties at Royal Infirmary 
Biackburn, and occasionally at Victoria Hospital 


Accrington Applications with names of two 
referees, to Group Secretary, H.M_C. Office, Royal 
Infirmary, Blackburn (6247) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
required. Post vacam mid-November, Recognized 
MR.C.OG. and DRCOG Detailed applica- 
tions, with copy testimonials, to Group Secretary 
H.M.C Princes Road. Stoke-on-Trent, as soon 
as possible 
HARROGATE AND DISTRICT GENERAL 
HOSPITAL 
(253 beds-—-Recognized for D.Obst.R.C.0.G.) 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
AND GYNAECOLOGY 
vacamt November 1. 1957 Applications, naming 
two referees, should reach the Hospital Sccretary 
Harrogate and District General Hospital, Harro 
gate, Yorkshire, as soon as possibile (6642) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


Aberdare General Honpital, Aberdare (102 beds) 


RESIDENT SENIOR SE OFFICER 
Duties include obstetrics, gynaecology and 
peediatrics, also rota duties in the Casualty Depart- 
ment Apply. with full particulars and copies of 
two recent testimonials, to Group Secretary. St 
Tydfil’s Hospital, Merthyr Tydfil (5436) 


NORTHALLERTON HOSPITAL MANAGEMENT 
COMMITTEE 


Friarage (22 beds) and Maternity Hospital (28 beds) 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
for the above hospitals Previous experience in 
obstetrics is essential The post, which will be 
vacant on October 17, 1957, will be tenable for 
wwelve months in the first instance. and is subject 
to terms and conditions of service for hospital 
medical staff Applications, with copies of testi- 
monials and the names of two referces, should be 
addressed to the Group Secretary, Northallerton 
Hospital Management Commitiee. Friarage Hos- 
pital, Northallerton. (6257) 


BARNET Welthouse Lane, 
. Herts 


RESIDENT GYN ar COLOGICAL HOUSE 
SURGEON 


required Vacamt October 16 Recognized tor 
MRCOG Applications, stating age, qualifica- 
tions and experience, with two testimonials, to 
Hospita! Secretary (6750) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


New Sussex Hospital for Women and Sussex 
Maternity Hospital 
OBSTETRIC AND GYNAECOLOGICAL HOUSE 
SURGEON (Female) 

Obstetrics at Sussex Maternity Hospital (56 beds) 
and Gynaecological Department (24 beds) at New 
Sussex Hospital Applications. giving usual Ppar- 
ticulars and two references, to be sent to the Ad- 
ministrative Officer, New Sussex Hospital, Windle- 
sham Road, as soon as possible (6403) 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


RESIDENT OBSTETRICAL HOUSE OFFICER 
trecognized for MR C.O.G.) required in Maternity 
Department, St. David's Hospital. Cardiff. com- 
mencing November 1, 1957. Forms of application 


from Group Secretary. 44, Cathedral! Road, Cardiff 
(6306) 


CHELMSFORD, ST. JOHN'S HOSPITAL 
(Recognized for M.R.C.0.G.) 


RESIDENT GYNAECOLOGICAL HOUSE 
SURGEON 


to commence as soon as possible. Preference will 
be given to candidates who intend to obtain the 
Diploma of Membership of the Royal College of 
Gy naccologists Applications, stating age, nation- 
ality, qualifications and experience, together with 
recemt testimonials, should be sent immediately to 
the Secretary, Chelmsford Group H.M.C., Cheim:- 
ford and Essex Hospital, London Road, Che!ms- 
ford (6578) 


HERTS ean ESSEX GENERAL HOSPITAL 
Bi Stortford, Herts (386 beds) 


HOUSE OFFICER OBSTETRICS. ete. 
(male or female), Ist, 2nd or 3rd post held, to 
commence January 1, 1958. for a period of six 
months Dutics in connection with Obstetric De- 
partment (32 beds») and Neonatal Nursery 
Paediatric beds in Children’s Ward and approxi- 
mately 15 Gynaecological beds. Salary £467 10s 
to £577 10s. per annum, less £125 in respect of 
residem facilitics Applications, stating qualifica- 
tions, nationality, age and experience. with copies 
of testimonials or names of two referees, should be 
sent to the Hospital Secretary. (6423° 
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Obstetrics and Gynaecology—contd. 


READING COMBINED HOSPITALS 
Area Department of Obstetrics and Gynaecology 
(100 beds) 


Applications are invited from registered medical 
practitioners, male and female, for the resident 
appointment of 

GYNAECOLOGICAL HOUSE SURGEON 
at the Royal Berkshire Hospital, Reading. Vacant 
October 8, 1957, and tenable for six months. Post 
recognized for M.R.C.O.G. Write, stating age and 
qualifications (with dates), nationality, and present 
post, with copy of ome recent testimonial, to 
Secretary (6072) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Birch Hospital 


HOUSE OFFICER (Obstetrics and Gynaecology) 
required carly November. Pre- or Post-registration 
post of six months’ duration Recognized for 
DRCOG Apply to Group Secretary, Centra 
Offices, Birch Hill Hospital, Rochdale, at once 
(6385) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester 


HOUSE PHYSICIAN (Obstetrics) 
(recognized D.R.C.O.G.) required. Vacant Nov- 
ember 30. Applications, with copies of two testi- 
monials, to the Group Secretary (6738) 


BRITISH HOSPITAL FOR MOTHERS AND 
BABIES, Samuel Street, Woolwich, S.E.18 


ORSTETRICAL HOUSE OFFICER 
Vacant November 2. Recognized for D.Obst. and 
MR.C.0.G. Approved for pre-registration service 
Apply to Group Secretary, Memorial Hospital, 
Woolwich, S_E.18 (Pr.6694) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
(780 beds) 


HOUSE SURGEON 
required in Obstetrics and Gynaecological Depart- 
ment (vacant November 1 1957). Recognized for 
pre-registration and MR.C.O.G. The Department, 
under the direction of a Senior Consultant Obstet- 
rician, consists of 11S maternity beds, 100 nconatal 
cots. and 60 gynaecological beds. Detailed appli- 
cations, with copies of three recent testimonials, to 
the Group Secretary (Pr 6388) 


LEEDS REGIONAL HOSPITAL BOARD 


Recognized Pre-registration House Officer posts 
will be available commencing November 1. 1957, 
in the following hospitals approved under the Medi- 
cal Act, 1950 
*Stainctiffe General Hospital, Dewsbury (314 beds) 

(November 8) 

HOUSE OFFICER (Obstetrics) 
“Halifax General Hospital (425 beds) 
HOUSE OFFICER (Obstetrics) 

“St. James's Hospital, Leeds (1,539 beds) 
HOUSE OFFICER (Gynaecology) 

*St. Mary’s Hospital. Leeds (216 beds) 
HOUSE OFFICER (Obstetrics) 
*Recognived by R.C.0.G. 

Application forms may be obtained from the 
Senior Administrative Medica] Officer, Park Parade. 
Harrogate, or from the Dean, School of Medicine, 
Thoresby Place. Leeds, 2 (Pr.6248) 


OPHTHALMOLOGY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance : 

SENIOR REGISTRAR IN OPHTHALMOLOGY 
based at the Glasgow Ophthalmic Institution. 
Applications (12 copies), stating date of birth. 
qualifications, experience, present appointment, and 
the names of three referces, to reach the Secretary. 
Western Regiona! Hospita! Board, 64, West Reeent 
Street. Glasgow, C.2, by October 12, 1957. (6723) 


ROMFORD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


CLINICAL ASSISTANT 
required on the staff of the Regional Ophthalmic 
Centre at Oldchurch Hospital, Romford, to under- 
take one out-patient session per week (Thursday 
morning) in the Eye Clinic at Tilbury and River- 
side Hospital, Tilbury Applications to be sent to 
Group Secretary, Oldchurch Hospital, Romford, as 
soon as possibic (5938) 


NEWCASTLE HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER OPHTHALMOLOGIST 
Whole-time, Newcastle Hospital Management Com- 
mittee, Eye Unit. Recognized for D.O. Hospitals 
Newcastic General (838 beds), Walker Gate (309—42 
ophthalmic beds), Walker Accident (21 ophthalmic 
beds). Applications, with names and addresses of 
three referees, to the Group Secretary, Newcastle 
General Hospital, Westgate Road, Newcastle upon 
Tyne, 4 (6618) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


SENIOR HOUSE OFFICER, OPHTHALMOLOGY 

Applications should be addressed immediately to 
the Group Secretary, Romford Group Hospital 
Management Committee, Oldchurch Hospital, 
Romford (5439) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post (resident 

or non-resident) of 
SENIOR HOUSE OFFICER 

to the Ophtha'mic Departmem,. vacant October 1 
Applications, stating age, qualifications and experi- 
ence, with copies of two recent testimonials, to the 
Group Secretary, Leicester No. | Hospital Manage- 
ment Committee, the Leicester Royal Infirmary 
immediately (S185) 


BIRMINGHAM AND MIDLAND EYE 
HOSPITAL, Church Street, Birmingham, 3 
(156 beds) 


HOUSE OFFICER (Resident) 
required. Previous ophthalmic experience essential 
Recognized for D.O. and F.R.C.S. in ophthal- 
mology. Wide experience available in all branches, 
including surgery Detailed applications to the 
Group Secretary, Dudley Road Hospital, Birming- 
ham, 18 (6699) 


ORTHOPAEDICS 
LEEDS REGIONAL HOSPITAL BOARD 


CONSULTANT IN ORTHOPAEDIC SURGERY 
(maximum part-time sessions) 

Duties at hospitals in the Hull (A) and East 
Riding Groups (mainly at Hull Royal Infirmary) 
Two hours per week devoted to school clinic work 
Person appointed to reside in Hull, Applications 
(12 copies), stating age. qualifications, and details 
of present and previous appointments (with dates), 
and names and addresses of three referecs, to the 
Secretary, Park Parade, Harrogate, by October 21, 
1957. (6580) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
WHOLE-TIME ASSISTANT ORTHOPAEDIC 
SURGEON 


required for Bretby Hal) Orthopaedic Hospital and 
associated clinics Salary scale £1,653 ISs. by 
£52 10s. to £2,126 5s Application form and 
further details from Senior Administrative Medical 
Officer, Shefficid Regional Hospital Board, O'd 
Fulwood Road, Shefficid. Forms to be returned 
by October 26, 1957 (6581) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR ORTHOPAEDIC SURGEON 
whole-time, resident or non-resident, for Darting- 
ton group of hospitals Single accommodation 
available Applications, with names and addresses 
of three referees, 10 Senior Adminictrative Medical 
Officer, Regional Hospital Board. Benfield Road. 
Newcastle upon Tyne. 6, within 14 days (6582) 
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MANCHESTER REGIONAL HOSPITAL BOARD 
Applications are iavned for the full-time post of 
ORTHOPAEDIC REGISTRAR 

in the Ashton, Hyde and Glossop Group of Hos- 
pitais, with duties mainly at Ashton-under-Lyne 
General Hospital There are approximately 40 
orthopacdic beds and busy orthonacdic and casualty 
out-patients’ department The post is recognized 
for additional training under F.R.C.S. reguiations, 
and is vacant on November 1. Applications, stating 
age, nationality, qualifications and experience, with 
copies of two references, should be forwarded to 
the Group Secretary, Ashton, Hyde and Glossop 
Hospital Management Committee, General Hospital, 
Ashton-under-Lyne, Lancashire, as soon as possible. 
(6556) 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the appointment of 
REGISTRAR 
to the Orthopaedics and Fracture Departments, to 
commence duty as soon as possible. Application 
forms are available from the Secretary to the Board, 
at the Cardiff Royal Infirmary, Newport Road, 
Cardiff, and should be returned within 14 days of 
the appearance of this advertisement (6668) 


BOARD OF MANAGEMENT FO 
MOTHERWELL, HAMILTON, AND DISTRICT 
HOSPITALS 


Coum, Hospital. Stonehouse, Lanarkshire 
(S00 beds) 


JUNIOR HOSPITAL MEDICAL oe AND 
SENIOR HOUSE OFFICE 
(Orthopaedics and 
Immediate vacancies Applications, with copies 
of two testimonials, to Medical Superintendent, 
County Hospital, Stonehouse, Lanarkshire. (6365) 


COUNTY HOSPITAL, Durham (116 beds) 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
required immediately. Resident. The County Hos- 
pital is the main orthopaedic and accident hospital 
in a busy mining and industrial area. Experience 
can be obtained in ali branches of orthopacdics. 
Applications. with particulars of previous experi- 
ence and names of two referees, to Group Secre 
tary, Dryburn Hospital, Durham (6720) 


near Maasfe'd. Notts (338 beds 


Applications are invited from registered medical 

practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER 

(which will be vacant on November |, 1957). 
The hospital! deals not only with long-term ortho- 
paecdic but also with all other types of cases, 
including traumatic work. The post is recognized 
for examination purposes by the Royal College of 
Surgeons Applications to Group Secretary, 
Nottingham No. § HM.C., Ransom Hospital, 
Rainworth, near Mansfie'd (6065) 


NOTTINGHAM GENERAL HOSPITAL 


A SENIOR HOUSE OFFICER 


(Orthopaedic and Fracture) 
required as soon as possible. Post offers excep- 
tional experience in traumatic surgery Applica- 


tions, stating age, qualifications and expcricnce, 
together with copies of testimonials, to be sent to 
the Group Secretary. Locum required in the mean- 
time for any period (4808) 


PRINCE OF WALES ORTHOPAEDIC 
HOSPITAL, Rhydiafar, Nr. Cardiff 

SENIOR HOUSE OFFICER 

Regional Orthopaedic Centre for South 
Wales area. 281 beds and branch hospital of 70 
beds. Outpatient clinic in Cardiff, staff of 
Consultants and Registrars. Single accommodation 
available at Hospital at Rhydiafar Form of ap- 
plication from Group Secretary, 44. Cathedral Road 
Cardiff (6310) 


required 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 


Established 
1885 


MEMBERSHIP EXCEEDS 44,250 
Subscription: £1 each year for first three years for newly qualified entrants, £2 for ‘members of more than three years’ standing. 
(No entrance fee pavable by candidates for election within one vear of registration with the General Medical Council or the Dental oard.) 
Full particulars from the Secretary (Dr. Rosert Forses), The Medical Defence Union. Ltd., Tavistock House South, Tavistock Square, London, W.C.1 


EUSton 
4244 


| = 

THE Medical Defence Union 
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Orthopaedics—contd. 


PEMBURY HOSPITAL 
Pembury, Nr. Tunbridge Wells 


Applications are invited for the appoinument of 
SENIOR ORTHOPAEDIC HOLSE SURGEON 
and CASUALTY OFFICER 
(Senior House Officer grade), to begin dutics on 
September 23, 1947 Recognized F.R.C. Eng) 
and tenable for one year, Work includes treatment 


of long- and short-stay cases and traumatic surgery 
with large Out-patiemt and Fracture Clinics under 
two Consultants Apply. stating age. qualifications 


together with three testimonials, to 
Sherwood Park, Pembury Road, 
(6646) 


and experience 
Group Secretary 
Tunbridge Wells 


ROY AL COUNTY HOSPITAL 
Winchester (315 beds) 


SENIOR HOUSE OFFICER 


required. Post recognized F.R.C.S. Wide experi- 
ence available under Area orthopacdic team 
Appoimtment for six months in first instance 


Applications, with copies of 
(6687) 


Vacant November I! 
two testimonials, to the Group Secretary 


ROYAL NATIO™ AL ORTHOPAEDIC HOSPITAL 
Brockley Hill, Stanmore, Middlesex 


Applications are invited for the pos of 
RESIDENT SENIOR HOUSE OFFICER 
(two vacancies) 
for a period of six months Duties to commence 
on November 30 and December 11, 1957. Applica- 
tions to be received by October 14. 1957. Forms 
of application can be obtained from the Housc 
Governor at 234, Great Portland Street, London, 
wi (6431) 


ST. LAWRENCE HOSPITAL, Chepstow, Mon 
(127 plastic surgery, 50 orthopaedic beds) 


SENIOR HOUSE OFFIC ER IN ORTHOPAEDICS 
required in October. The emphasis is on “ coid 
orthopacdics This is the only orthopacdic resi- 
dent, and post entails a certain amount of initiative 
and responsibility, while the experience afforded 
is above normal. There are two S.H.0O.4 in plastic 
surecry also resident, but duties are normally con- 
fined to orthopacdics. Salary £819 10s. per annum 
leas £150 for board residence, if resident. Write 
quoting two referees, to T. A. Jones, Group Secre- 
tary, 64. Cardiff Road, Newport, Mon ($724) 


INFIRMARY. 


VICTORIA Glasgow 
Applications are invited for the post of 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
for dutics at the Victoria Infirmary, Glasgow, and a 
large unit at the Victoria Auxiliary Infirmary, 
Philipshiil The post, which is tenable for onc 
year, is resident at Philipshil! Applications, with 
names of two referees, to the Secretary, Board of 
Management for Glasgow Victoria Hospitals, 24, 
St. Vincent Place, Giasgow. C.1 (6400) 


WESTERN INFIRMARY, Glasgow, 
KILLEARN HOSPITAL | ORTHOPAEDIC. UNIT 


SENIOR HOUSE OFFICER 
required at Kilicarn Hospital, commencing immedi- 


ately Salary £819 10s. per annum, less a charee 
of £150 for board and lodging This post affords 
excellent experience in a wide variety of ortho- 


pacdic and accident surgery in a sector orthopacdic 
unit which is associated with the University Depart- 
ment of Orthopacdics Appiications. giving full 
particulars of experience, together with the names 
and addresses of two referees, should be scent to 
the Secretary, Board of Management for Glasgow 
Western Hospitals, 10, Park Circus, Glasgow, C.}, 
within 10 days of the appearance of this advertise- 
ment (6748) 


WEST WALES HOSPITAL 
COMMITTE 


West Wales Geverat Hospital, Carmarthes 
(188 beds) 


SENIOR HOUSE OFFICER 
and Traumatic Surgery) 

(eceguioes by the Royal College of Surgeons) 

App'ications are invited for the above post, which 
will become vacant carly in October. Salary and 
conditions of service as laid down by the Ministry 
of Health Applications, stating age, qualifications, 
experience, nationality, and names and addresses 
wf three referees. to the Group Secretary, West 
Wales Hospital Management Commitice, Glanewili, 
Carmarthen (6557) 
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WESTERN INFIRMARY, Glasgow, and 
KILLEARN HOSPITAL ORTHOPAEDIC UNIT 


HOUSE OFFICER 
(pre-registration post) required at Killearn Hospital, 
commencing immediately Salary for first post 


£467 10s second post £522 10s third post 
£577 10s. per annum, tess a charge of £125 for 
board and lodging Applications, together with 


two referees, should 
Superintendent, 
within 10 days 
(6749) 


the names and addresses of 
be sent to the Group Medical 
Western Infirmary, Glasgow, W.1 
of the appearance of this advertisement 


Yorkshi 


Serr. 28, 1957 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMIITEE 
Stepping Hili Hospital, Stockport (529 beds) 


Applications are invited for the post of 


SENIOR HOUSE OFFICER (Paed 
The post, which may be either resident or non 
resident, becomes vacant on December |, 1957 


Applications, stating age, qualifications and exper: 
ence, together with copies of two testimonials, & 
be addressed to the Secretary, Stockport and 
Buxton H.M.C.. S9B. Shaw Heath. Stockport 
(6731) 


WESTWOOD HOSPITAL. Beverley, 
(229 acute beds) 


ORTHOPAEDIC HOUSE SURGEON 
Offers 


(first, second or third pust) Vacant now 

g00d opportunity for general experience in busy 
acute general hospital Approved pre-registration 
post Fully registered practitioners may apply 


Apply Group Secretary 
(6538) 


Recognized for F.R.C.S 


MID-SUSSEX MANAGEMENT 


MITTEE 
Cuckfield Cuckfield, near Haywards 
Heath, Sucsex 


wu HOU se RGEON (Resident) 
Irthopacdic and Traumatic Unit) 


ve stration recognition applied for. Post now 
vacant Tenable six months Applications, giving 
age. nationality, qualifications and experience. with 
two referees, to Group Secretary (6528) 


COUNTY HOSPITAL, Durham (116 beds) 


RESIDENT HOUSE SURGEON 
required in orthopacdics and casualty Post 
recognized for pre-registration purposes. This post 
offers facilities for good and varied experience in 
a busy orthopacdic and accident hospital which 
serves a wide mining and industrial area Apply 
givine age. experience, and names of two referees 
to the Group Secretary. Dryburn Hospital, Durham 

(Pr 6719) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


St. Margaret's Hospital, 


Applications invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
for Paediatric Unit 
Post recognized for D.C.H.. permits time for post- 
graduate study ; vacant October 6. Full details, 
with names of three referees. to Secretary, 7, Okus 
Road, Swindon Wilts, as soon as possible (6284) 


Sratioa 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, Loadoa, W.C.1 
There will be a vacancy for a 
HOUSE PHYSICIAN 


(Senior House Officer) on December 15, 1957. Fur 


ther particulars and form of application, which 
must be returned not later than October 14, 1957, 
may be obtained from the undersigned. —H. F 
Rutherford, House Governor and Sccretary. (6411) 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmingham, 


PAEDIATRIC HOUSE PHYSICIAN 
male or female Post vacant October 23, 1957 
Recognized for D.C.H Includes dutics on In 
fectious Diseases Ward, Neonatal Department and 
Clinic Apply Physician Superintendent (6285) 


NORTHAMPTON GENERAL HOSPITAL 
(482 beds) 


Immediate vacancy for 
FRACTURE AND ORTHOPAEDIC HOUSE 
OFFICER 
FRCS 


Recognized for and for pre-registration 


Six months’ appointment in first instance Appli- 
cations, as soon as possible. to S. G. Hill, Superin- 
tendent (Pr.6579) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MAN AGEMENT COMMITTEE 


PRE-REGISTRATION HOUSE OFFICER 
(Orthopaedics and General Surgery) 
required at Caerphilly Hospital (226 beds for acute 
general medicine and surgery). Apply immediately, 
with names of referees. to the Group Secretary, 
Central Offices, Caerphilly Road. Ystrad Mynach, 
Glam (Pr.4312) 


TILBURY AND SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


Tilbury and Riverside General Hospital, 
Orsett Branch, Orvett, Essex 


Applications are invited for the post of 
RESIDENT ORTHOPAED.C HOUSE SURGEON 
at the above hospital. The post is recognized under 
the Medical Act for pre-registration purposes and 
suitable candidates are invited to apply A new 
Casualty Reception Unit has been opened recently 
at this hospital The appointment, which is vacant 
immediately, is for six months in the first instance 
Applications, together with copies of recent testi- 
monia's, should be forwarded to the undersigned 
—G. E. Whyte. Group Secretary, Thurrock Hos- 
pital, Grays, Essex (Pr.6558) 


PAEDIATRICS 
WELSH REGIONAL HOSPITAL BOARD 
PAEDIATRIC REGISTRAR 


Maelor General Hospital, Wrexham (591 beds) 
Unit consists of 50 general paediatric beds. also 


care of neonates. Recognized for D.C.H. Resi- 
dent. Subject to review end of first year Appili- 
cation forms from S.A.M.O.. Temple of Peace 
Cathays Park, Cardiff, within fourteen days. (6679) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, E.2, Shadwell, E.1, Banstead, Surrey 


HOUSE OFFICERS (Two) 
(commencing December 1, 1957) One appoint- 
ment will be made for two consecutive periods of 
six months First period as House Physician at 
Shadwell, second as House Surgcon at Banstead 
(three months) and Casualty Officer at Hackney 
Road (three months), The second appointment is 
for the same rotation of duties but all at Hackney 
Road. Application forms may be obtained from 
the Secretary at Hackney Road, and should be 
returned, with copies of not more than three testi- 
monials, on of before October 14, 1957 (6688) 


VICTORIA HOSPITAL FOR SICK CHILDREN 
Park Street, Holt 


PRE-REGISTRATION OR post 


HOUSE SURGEO 
required October 21 Recognized a D.C.H An 


interesting and varied post which includes (ut- 
patient and Casualty work Applications, together 
with details of experience, testimonials, to the 
Hospital Secretary (6367) 


CITY GENERAL HOSPITAL, Stoke-oa-Treat 
HOUSE OFFICER (Paediatrics) 


required, vacant now Pre-registration post 
Recognized for D.C.H. Detailed applications, with 
copy testimonials, to Group Secretary, Princes 
Road, Stoke-on-Trent (Pr.6583) 


ST. ALBANS CITY HOSPITAL 
St. Albans, Herts (384 beds) 


HOUSE PHYSICIAN 
(House Officer grade) required for duties mainiy in 
the pacdiatric department Post vacant approxi- 
mately October 21, 1957, and tenable for six 
months Preference given to candidates seeking 
Pre-registration posts under the Medica! Act, 1950 
Applications to Secretary, Mid-Herts Group Hos- 
pital Management Committee, Bleak House, Cather- 
ine Street, St. Albans (Pr.6262) 


PATHOLOGY 


BLACK NOTLEY HOSPITAL, Braintree, Essex 
(S16 beds) 


Applications invited for post of 
HOUSE OFFICER (Orihopacdic Surgery) 
Duties include care of cases from London Hospital 
Orthopaedic Departument First, second, third or 
pre-registration post. tenable for six months 
Recognized for F.R.C.S. Applications, with copies 
of three testimonials, to Group Secretary, Colchester 
HM.C.. 14, Pope's Lane. Colchester, Essex. (6712) 


ROYAL ALBERT EDWARD INFIRMARY 
Wigan 


SENIOR HOUSE OFFICER 
for duty in the Paediatric Department at Wigan 
Infirmary. and also to undertake neonatal work 
at Billinge Hospital. Post recognized for D.C.H 
Consultamt Paediatrician in charge. Post vacant 


early October Applications. with names of two 
referees, to the Secretary, Royal Albert Edward 
Infirmary, Wigan (6376) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Preston and Chorley - Management 
Committee 
Preston Royal teftrmary (400 beds) 


Applications are invited for the post of 
REGISTRAR IN PATHOLOGY 
Post vacant now. Resident or non-resident. Appili- 
cation forms obtainable from Group Secretary. 
Royal Infirmary, Preston. Lancs (6539) 


1 


Sept. 28, 1957 


Pathology —contd. 
NEWCASTLE REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR PATHOLOGIST 
whole-time, non-resident, East Cumberland group 
of hospitals—main hospital Cumberland Infirmary, 
Carlisic (332 beds). Applications, with names and 
addresses of three referees, to Senior Administra- 
tive Medical Officer, Regional Hospital Board, Ben- 
field Road, Newcastle upon Tyne, 6, within 14 days 

(6584) 


THE UNITED LIVERPOOL HOSPITALS 


Applications are invited for a post of 

REGISTRAR IN PATHOLOGY 
for duties initially at the Women’s Hospital, to 
take up duty as soon as possible for the period 
to September 30, 1958 Annual re-appointment 
thereafter unti] compiction of the normal pcriod of 
training will be considered without need for further 
application. Apply, by October 12, 1957, on form 
obtainable from the Sccretary, 80, Rodney Street, 
Liverpool, | (6654) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointmem, which will be for one year in the 
first instance 

REGISTRAR IN PATHOLOGY 
based at the Victoria Infirmary, Glasgow. Appli- 
cations (12 copies), stating date of birth, qualifica- 
ions, experience, present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by October 12, 1957. (6724) 


ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Enfield, Middlesex 
Applications are invited for the post of 
RESIDENT PATHOLOGIST 
{Senior House Officer Grade) for duties in the 
Area Laboratory and at other hospitals in the 
group. The Area Laboratory is recognized for the 
Diploma of Pathology of the Royal Colleges of 
Physicians and Surgeons. Further information can 
be obtained from the Senior Pathologist. Appoint- 
ment tenable for one year. Applications, with the 
names of two referees, to the Group Sccretary at 
Chase Farm Hospital by October 12, 1957. (6681) 


GROUP 9 LABORATORY 
6, Rickmansworth Road, Watford 


Applications are invited for the post of 
NON-RESIDENT PATHOLOGIST (S.H.0. grade) 
The appointment is tenable for one year in the 
first instance. A special interest in morbid anatomy 
is desirable. Applications, with names of three 
referees. should be sent to Consultant Morbid 
Anatomist. (6713) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
RESIDENT PATHOLOGIST 
«(Senior House Officer). Previous experience an 
advantage Post vacant November 14, 1957. 
Applications, stating age, nationality, qualifications 
and experience, together with copies of not more 
than three testimonials, to be sent to the Group 
Secretary, Sherwood Hospital, Hucknall Road. 
Nottingham (6344) 


ST. LUKE'S HOSPITAL, Bradford (828 beds) 
ROYAL INFIRMARY, Bradford (505 beds) 


SENIOR HOUSE OFFICERS 
(General Medicine and Clinical Pathology) 
One vacamt October 1, 1957, and one vacant 
October 16, 1957. Applications, stating age, 
nationality, qualifications and experience, with 
copy of testimonials, to Secretary, Royal In- 
firmary, Bradford (6397) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
ASSISTANT PATHOLOGIST 
(Senior House Officer grade) required for Area 
Laboratory. Offers experience in all branches of 
pathology. Detailed applications to Group Secre- 
tary (6540) 


WOKING AND CHERTSEY GROUP 
LABORATORY 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer). The post is one of two, 
and involves a half-share in the emergency service. 
Training will be available in all branches of clinical 
pathology Post tenable for one year. Salary 
£819 10s. per annum (deduction for board and 
lodging £150 per annum) Applications, stating 
age, qualifications, etc., woeether with the names of 
two referees, should be sent as soon as possible to 
the Director, Group Laboratory, St. Peter's Hos- 
pital, Chertsey, Surrey. (6585) 


BRITISH MEDICAL JOURNAL 


PHYSICAL MEDICINE 
THE MANCHESTER REGIONAL HOSPITAL 
BOARD 


Applications invited for the post of 
MEDICAL REGISTRAR 


at the Devonshire Royal Hospital, Buxton, vacant 
on December |. 1957 The main duties will be 
in the Department of Physical Medicine, with some 
duties in the hospital The post offers excelent 
Opportunities in research Previous physical 
medicine experience desirable Interest in experi- 
mental work an advantage. Unfurnished accom- 
modation on rental may be made availab!e to male 
married applicant. Applications, together with the 
names of two referees, to be forwarded to the 
Group Secretary, Stockport and Buxton Hospital 
Management Committee, 59B, Shaw Heath, Stock- 
port. (6732) 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the appoinument of 


SENIOR REGISTRAR 
to the Department of Physical | 


at the Cardiff Royal Infirmary, to commence 
December 1. Application forms are available from 
the Secretary to the Board, at the Cardiff Royal 
Infirmary, Newport Road, Cardiff, and should be 
returned not jater than 14 days after the appearance 
of this advertisement. (6652) 


DEVONSHIRE ROYAL HOSPITAL, Buxton 
(252 beds) 


RESIDENT SENIOR HOUSE OFFICER 


Applications are invited for the above post. 
This hospital is a large special hospital for the 
treatment and rehabilitation of all types of loco- 
motor disorders. Duties are mainly medical and 
include work in the long-stay unit of the Man- 
chester University Rheumatism Research Centre 
The hospital is recognized under the regulations 
for the Diploma in Physical Medicine. Part Il, and 
the post also offers good medical experience 
Applications, stating age, experience and qualifica- 
tions, together with the names of two persons for 
reference, to be addressed to the Secretary, Stock- 
port and Buxton Hospital Management Committec, 
S9B_ Shaw Heath, Stockport, immediately. (6733) 


PLASTIC SURGERY 


MANCHESTER REGIONAL HOSPITAL BOARD 


South Manchester H.M.C. 


The Board invite applications from registered 
medica! practitioners for the post of 
REGISTRAR IN PLASTIC SURGERY 


The duties are laracly at the main plastic unit at 
Wythenshawe Hospital, which is a general hospital 
with 71 plastic surgery beds. In addition the holder 
of this post attends other hospitals where plastic 
surgery is carried out under the direction of the 
Consultants Applications, stating age. qualifica- 
tions, present post and experience, together with 
the names of two referees, to the Group Secretary, 
Withington Hospital, Manchester, 20, er 

(6624) 


31 


PLASTIC SURGERY, JAW INJURIES AND 
BURNS CENTRE, St. Lawrence Hospital, 
Chepstow, Mon, 

(127 plastic surgery, 50 orthopaedic beds) 


SENIOR HOUSE OFFICER 

in plastic surgery required about October 1. There 
are two residents in plastic surgery and one in 
orthopacdics. Post tenable six or twelve months 
as desired. and candidates experienced in another 
specialty wishing to gain plastic surecry experience 
will be considered. Salary £819 10s.. less £150 
board residence Write, quoting two referees, to 

A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (5726) 


PSYCHIATRY 
MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time 
CONSULTANT PSYCHIATRIST 
to Lancaster Moor (Mental) Hospital! (2,500 beds) 
and to the Royal Lancastef Infirmary and the 
Queen Victoria Hospital, Morecambe, where out- 
patient clinics will be conducted. The consultant 
appointed will be designated Medical Superinten- 
dent of Lancaster Moor Hospital and could be 
resident there. If not resident, he will be required 
to live near to the hospital. All forms of modern 
therapy are undertaken Applicants must be of 
high professional standing with wide experience and 
possess higher qualifications. Requests for appli- 
cation forms should be made to the Board's Senior 
Administrative Medical Officer, Cheetwood Road, 
Manchester, 8, and completed forms should be re- 
turned by October 7, 1957 (6675) 


METROPOLITAN REGIONAL 
OSPITAL BOARD 


CONSULTANT PSYCHIATRIST 
whole-time, Hill End Hospital, St. Albans, Herts 
(692 beds). Hospital may be visited by direct 
appointment. Application forms obtainable from, 
and returnable to, Secretary, North-West Metro- 
politan Regional Hospital Board, ita, Portland 
Place, W.1, before October 24, 1957 (6340) 


NORTH-W 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Tone Vale Hospital, Near Taunton 


Applications are invited for the whole-time ap- 

pointment 
CONSULTANT PSYCHIATRIST 

to the South Somerset Clinical Area. Applicants 
should possess a higher qualification in Medicine 
and the D.P.M. Experience with clectroencephalo- 
graphy is desirable The successful candidate, 
whose work will be mainly at Tone Vale Hospital 
and determined by the Medical Superintendent, will 
also be required to visit other hospitals in the 
clinical area as determined by the Regional Board. 
Twelve copies of applications, stating date of birth, 
qualifications, and experience, together with the 
names and addresses of two referees, should be 
sent to the Secretary of the Regional Hospital 
Board, 27. Tyndalls Park Road Bristol. 8 not 


later than October 19, 1957 (6611) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 


ABSTRACTS OF WORLD MEDICINE 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Abstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 
and to enable the specialist to assess their importance in relation to his own 
work. Abstracts of World Medicine provides a guide to the literature in 
languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. U.S.A, and Canada $13.50 


BRITISH MEDICAL ASSOCIATION 


B.M.A. House, Tavistock Square, London, W.C.1 
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Psychiatry —contd. 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT PSYCHIATRIST 


whole-time St Bernard's Hospital Southa!! 
Middlesex (2.507 beds) Accommodation available 
for sing candidate Hospital may be visited by 
direct appointment Application forms obtainabic 
from, and returnable to, Sccretary, North-West 
Metropolitan Regional Hospital Board. tla. Port 
land Place. W.1, before October 21. 1957. (6339) 
NEWCASTLE REGIONAL HOSPITAL BOARD 
ASSISTANT PSYCHIATRIST (S.H.M.O.) 
whole-time, at Winterton Hospital, Sedgefield (2,000 
beds). Candidates should normally hold a D.P.M 
but applications will be considered from candidates 


in psychiatry 


with no previous practical experience 

who hold a higher qualification, have had wide cx- 
perience in general medicine, including Senior Regis 
tar posts, and intend to obtain a D.P.M. and 
specialize in psychiatry The appointment is resi- 
dent. a suitable house is availabic Further par 
ticulars from Regional Psychiatrist Applications, 


together with names and addresses of three referees 


to the Regional Psychiatrist, Newcastle Regional 
Hospital Board, Benfield Road. Newcastle upon 
Tyne. 6, within 28 days (6598) 
WESTERN REGIONAL HOSPITAL BOARD 


oe ms are invited for the following appoint- 


WHOLE TIME ASSISTANT PSYCHIATRIST 
at Bellsdyke Mental Hospital, Larbert, and asso- 
clated clinics. House available. Salary (at age 32 
and over) on the scale £1,653 14s. by £52 10s. to 
12.126 Applications (16 copics), stating date 
of birth, qualifications, experience, present ap- 
pointment, and the names of three referees, to 
reach the Secretary, Western Regional Hospital 
Board. 64. West Regent Street, Glasgow, C not 
later than W days after the publication of this 
advertisement (6612) 


NORTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 


REGISTRAR 
required at Celi Barnes Hospital, St. Albans. Herts 
This is a modern hospital where 750 mental defec- 
tives of all types and ages are under care 
Approved for DPM Hospital may be visited by 
direct appointment Application forms obtainable 
from the Group Secretary, Harperbury Hospital. 


St. Albans, Herts, and returnab'e by October ‘§ 
1957 (6751) 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME NON-RESIDENT SENIOR 
REGISTRAR (Psychiatry) 
for duties at «the Towers Hospital, 
-— and at the Children’s Psychiatric Clinics 
Leicester and Leicestershire Possession of 
DPM essential Appointment for one year in 
first instance, reviewable annually. Application 
forms and further details from Senior Administra 
tive Medical Officer, Sheffic'd Regional Hospital 
Board. Old Fulwood Road. Sheffield. Forms two be 
returned by October 14, 1957 (6559) 


required 


SOUTH-EAST METROPOLITAN REGIONAL 


HOSPITAL BOARD 


Applications are invited for an appointment as 
WHOLE. — SENIOR REGISTRAR IN 
YCHIATRY 


to fill a vacancy in ~~ approved trainee establish- 
ment at St. Augustine's Hospital. Chartham Down 
near Camerbury Candidates should possess the 
D.P.M. and have had wide experience in gencral 


medicine The appointment will be in accordance 
with the Terms and Conditions of Service of Hos- 


pital Medical and Dental Staff (England and 
Wales), and will be for one year in the first 
imstance The post will include opportunities for 
gaining further experience in a wide range of 
psychiatry, including attendance at adult out-patient 
clinics A house will be available for a married 
practioner Applications, giving particulars of 
age. qualifications and experience (with relevant 
dates), toecther with the names and addresses of 
three referees, should be sent to the Secretary 


South-East Metropolitan 
Portland Place. Lon- 
1957. (6586) 


Registrars Commitice 
Regional Hospital Board. 11 
don. W.1. not later than October 12 


BRITISH MEDICAL JOURNAL 


MANAGEMENT 
OMMITTEE 

JUNIOR HOSPITAL MEDICAL OFFICER 

14 at Whittington Halil, Chester- 
for female mental deficient patients) 
Hospital, Chesterfield, where there 
mental patients Previous expert 
ence in psychiatry not cssecntial Ample ppor- 
tunities for study. Flat availabic within the Group 
Apply, with names of three referees, to Group 
Secretary, The Royal Hospital, Chesterficid. (6560) 


required October 
field (356 beds 
and Scarsdale 


are 125 beds for 


POWICK HOSPITAL, sear Worcester 


for the post of 

MEDICAL OFFICER 
The post offers experi- 

psychiatry, including all 


Applications are invited 
JUNIOR HOSPITAL 
(residem or non-resident) 
ence ip all branches of 


forms of modern treatment and out-patient clinics 
The hospital has a high admission rate, is recog- 
nized for the D.P.M and has associated Child 
Guidance Clinics and a Mental Deficiency Institute 
similarly recognized. Arrangements are made for 
Medica! Officer to attend at the Birmingham Medi- 
cal School for instruction in neurology Applica 
tions, with full details and the names of two 
referees, to be forwarded to the Medical Superin- 
tendent (6405) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bonn District General Hospital 
(Tewaleys Branch Psychiatric Unit) 


SENIOR HOUSE OFFICER IN PSYCHIATRY 


(resident). Unit is attached to a general hospital 


Consultant Psychiatrist in charee All forms of 
modern treatment in usc Post offers excellent 
facilities for anyone desiring specialize in 
psychiatry and attend D.P.M. course at Manchester 
University Hospital also recognized for London 
and Irish D.P.M. QOut-patient clinics in existence 
Vacam October 8. and tenable for 12 months 
Applications, with the names of two referees, 
should be semt to Group Secretary, the Royal 
Infirmary. Bolton (6587) 


CENTRAL MENTAL HOSPITAL, sear Warwick 
(1,400 beds) 


SENTOR HOUSE OFFICER 
Neurosis unit, adult and child psychiatry clinics, 
departments of clectroencephalography, occupational 
therapy. psychology and social work Recognized 
for D.P.M Flat availab‘ec Applications, with 
names and addresses of three referees, to Medical 
Superintendent within 14 days (6596) 


GLASGOW, HAWKHEAD (Mental) HOSPITAL 
510, Crookston Road, Glasgow, $.W.3 
Applications are invited for the post of 
SENIOR HOUSE OFFICER IN PSYCHIATRY 
(Male or Female) 
non-resident. The 
and training in all 
and it-patient) 
of treatment are 


post offers wide 
aspects of psychiatry 

and all modern 
carried out. Recognized 


resident of 
experience 
(in-patient 
methods 


for D.P.M. Applications, together with the names 
of two referees, should be forwarded as soon as 
possible to Physician Superintendent at above 
address (6695) 
ST. 


BERNARD'S HOSPITAL FOR NERVOUS 
AND MENTAL DISORDERS, Southall, Middlesex 
Application ix invited for the post of 
SENIOR HOUSE OFFICER 
Facilities are afforded junior staff to become versed 
in all branches of psychiatry N.H.S. salary and 
conditions Applications, giving full dcetafls and 
copies of three recent testimonials, should be scnt 
to the Physician Superintendent within 14 days of 
the appearance of this advertisement (6743) 


SEFTON GENERAL HOSPITAL, Liverpool, 15 
(995 beds) 


Applications are invited for the appointment of 
HOUSE PHYSICIAN (Psychiatric) 

for the Male Mental Unit at the above-named hos- 

pital. The post is recognized for pre-registration 

Purposes Apolications, giving full details, should 

be sent to the undersigned as soon as possible. — 
Garnet Chaplin, Secretary to the Commitice 

(Pr .6692) 


RADIOLOGY 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, PSYCHIATRY 
St. David's Hoepita!l,. Carmarthen (1.000 beds) All 
modern forms of treatment carried out, Extensive 
Out-patiemt service undertaken. Hospital recognized 
for training for D.P.M. Fiat available. Subject 
to review end of first year Application forms 
from S.4.M.0.. Temple of Peace. Cathays Park. 
( 


Cardiff, within fourteen days. 


SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
RADIOLOGIST 

Duties mainiy in hospitals in the Mane- 
field Area. Application forms and further details 
from Senior Administrative Medical Officer, Shef- 
field Regional Hospital Board, Old Fulwood Road. 
Shefficid. Forms to be returned by October 19 
1957 (6316) 


required 


Sept. 28, 1957 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
part-time 

CONSULTANT IN DIAGNOSTIC RADIOLOGY 
to undertake nine notional half-days a week in the 
Woolwich group of hospitals. Duties may include 
some sessions associated with the Regional Neuro 
logical / Neurosurgical and Thoracic Surgical Units 
at the Brook General Hospital. Candidates must 
have had a wide experience in the specialty and 
hold an appropriate diploma The appointment 
will be in accordance with the Terms and Condi- 
tions of Service of Hospital Medical and Denta! 
Staff (England and Wales) Candidates may visit 
the hospitals concerned Apply. stating nationality 
age, scx, qualifications and experience, including 
details of present appointment and of war service 
together with the names and addresses of three 
referees, to the Secretary, Advisory Appointments 
Committee, South-East Metropolitan Regional Hos- 
pital Board, 11, Portland Place, W.1, not later 
than October 12, 1957 (6588) 


WELSH REGIONAL HOSPITAL SOARD 


CONSULTANT RADIOLOGIST 
West Wales H.M.C. Based at West Wales Genera) 
Hospital, Carmarthen, with visits to other hospitals 
in group Vacam July. 1958 Optional whole- 
time /maximum part-time appointment Applica- 
tions (twelve copies). naming three referees, to 
S.A.M.O.. Temple of Peace, Cathays Park, Cardiff. 
within twenty-one days (6680A) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
South Liverpool Group 


Applications are invited for the post of 
WHOLE-TIME ASSISTANT RADIOLOGIST 
(Senior Hospital Medical Officer) 


with duties in the above group. but mainiy at 
Sefton Genera! Hospital (816 beds) Applicants 
should possess a Diploma in Radiology and have 


wide experience in radiology Forms of application 
from Dr. T. Lioyd Hughes, Senior Administrative 
Medical Officer. Liverpoo! Regional Hospital Board, 
19. James Street, Liverpool, 2. to be returned not 
later than October 19, 1957.—Vincent Collinge. 
Secretary to the Board, (6693) 


WELSH REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT RADIOLOGIST 
(S.H.M.O.) 
to serve the Caernarvon and Angiescy Hospital 
Management Committee, based at Caernarvon and 
Anglesey General Hospital, Bangor, with visits to 


other hospitals in the group Applications (12 
copies), naming three referees, to S.A.M.O.. 
Temple of Peace, Cathays Park, Cardiff. within 
21 days. (6745) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


RADIOLOGICAL REGISTRAR 


West Suffolk Group of Hospitals. Main hospital 
West Suffolk General, Bury St. Edmunds (262 
beds) Successful applicant will work directly 
under the Consuitam Radiologist Appointment 
for one year, renewable for second year. Appli- 
cations, stating age. cxperience, and the names 
of three referees, to the Board's Senior Adminis- 


Officer, 117. Chesterton Road, 
October 7. 1957. Candidates are 
by direct arrangement with H.MC 
(6589) 


trative Medical 
Cambridge. by 
invited to visit. 
Secretary, West Suffotk Hospital 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 

required in the X-ray Diagnostic Deparumem at 
Mount Vernon Hospital, Northwood, Middlesex 
(S51 beds), for one year in first instance. Applica- 
tion forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group 

MC Mount Vernon Hospital, Northwood, 
Middlesex, by October 5, 1957. Hospital may be 
visited by direct appointment (6406) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISE 


ASES 


Applications are invited from registered medical 
practitioners for the appointment of 
REGISTRAR (whole-time) 
to the Lysholm X-ray Department at the Nationa! 
Hospital. Queen Square, W.C.1. This post carries 
the grade of Registrar. Applicants should hold a 
Diploma in Diagnostic Radiology and have had 
experienct in general radiology. The appointment 
will be for six months in the first instance. Appli- 
cations, with names of three referees, to be sent 
to the undersigned not later than October 28, 1957 
H. Frvart Mitchell, Secretary to the Board of 
Governors, The Nationa] Hospitals for Nervous 
Queen Square. London, W.C.1. (6707) 


Sept. 28, 1957 


Radiology—contd. 
THE UNITED SHEFFIELD HOSPITALS 
Royal Infirmary /Royal Hospital Units 


Applications invited for the 
NON-RESIDENT POST OF REGISTRAR 
to the Department of Radiology 
at the above hospitals. Post vacant December 1. 
Applications, stating age. qualifications and expcri- 
ence, with the names of three referees, should be 
semt not later than October 12, 1957, to the Chici 
Administrative Officer, the United Sheffield Hos 
pitals, West Street, Shefficid, 1 (6714) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointments, which will be for one yedr in the 
first instance 
SENIOR REGISTRAR IN RADIODIAGNOSIS 

based at the Western Infirmary, Glasgow. 
REGISTRAR IN RADIODIAGNOSIS 
based at the Western Infirmary. Glasgow. 

Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by October 12, 1957. (6725) 


RADIOTHERAPY 


ROYAL NORTHERN HOSPITAL and PRINCE 
OF WALES HOSPITAL, Tottenham 


SENIOR HOUSE OFFICER (Trainee) 
for Radiotherapy Departments, Hospitals can be 
visited by appointment Applications. with copies 
of recent testimoniais, to be sent to Hospital Secre- 
tary, Royal Northern Hospital, N.7, by October 8 
(6741) 


RHEUMATOLOGY 


LEEDS REGIONAL HOSPITAL BOARD 
(in association with the UNIVERSITY OF LEEDS) 


Applications invited for the post of 
RESEARCH REGISTRAR IN RHEUMATISM 
fo assist the Professor of Clinical Medicine with 
research projects at the Royal Bath Hospital, 
Harrogate, which is the centre for the Regional 
Rheumatism Scheme, or cisewhere in the Region. 
Applications, stating age, sex, qualifications, and 
details of present and previous appointments (with 
dates), together with the names and addresses of 
three referees. to the Secretary to the Joint 
Registrars Committee, Park Parade, Harrogate, not 
later than October 9, 1957. (6597) 


SURGERY 
SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
GENERAL SURGEON 
required. Duties in hospitals in the Leicester Area 
Application forms and further details from Senior 
Administrative Medical Officer, Shefficid Regional 
Hospital Board, Shefficid, 10. Forms w be re- 
turned by October 19, 1957 (6318) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 


1. Shrewsbury Growp 15, Royal Salop Infirmary, 
Shrewsbury : 
REGISTRAR, SURGERY 
Duties mainly at Royal Salop Infirmary and Cop- 
thorne Hospital (170 surgical beds). Experience 
specialty essential. Higher qualifications desirabiec. 
Hospital recognized for F.R.CS. Resident or 
non-resident. 
2. Road Group, Dudley Road Hospital, 
18: 


REGISTR AR, SURGICAL 
Dudley Road Hospital. Considerable experience 
essential. High qualifications an advantage. Exccl- 
lent opportunities for wide range of experience. 
Application forms, from Group Secretaries, to be 
returned by October 7, 1957. Candidates may visit 
hospitals (6590) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Bolton District General al Hospital (607 beds) 


RESIDENT REGISTRAR IN GENERAL 
SURGERY (R.5.0.) 

Recognized for F.R.C.S. The post is the senior 
resident surgical appointment aff offers excellent 
Practical expericnce Applications, with the names 
of two referees, should be sent immediately to 
Group Secretary, Bolton and District Hospital 
Management Committee, the Royal Infirmary, 
Bojton (6591) 


BRITISH MEDICAL JOURNAL 


ST. MARK’S HOSPITAL, City Road, 
London, E 


Applications invited from Senior Registrars who 
have completed their training, or Registrars who 
have completed their appointment, for the post of 

RESIDENT SURGICAL 0FFICER 
Part of time non-resident by arrangement. Salary 
at the rate of £1,540 or £1,061 10s, respectively 
Appointment tenable for six months from Decem- 
ber 1, with possibility further extension six months 
Age. qualifications, experience, names two referees, 
to Secretary, Board of Governors, the Hammer- 
smith, West London and St. Mark’s Hospitals, Du 
Cane Road, London, W.12, by October 9 (6752) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL SURGERY 
based at Bridgend General Hospital, Bridgend (381 
beds). to serve Mid-Glamorgan H.M.C. May also 
be expected serve other hospitals in Group. Hos- 
pital recognized for F.R.C.S. Resident /non-resi- 
dent. Subject to review end of first year. Appli- 
cation forms from S.A.M.O., Temple of Peace, 
Cathays Park, Cardiff, within 14 days (6621) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL SURGERY 
Pembroke County War Memorial Hospital, Haver- 
fordwest. (Resident or non-resident.) Subject to 
review end of first year Application forms from 
S.A.M.O., Temple of Peace, Cathays Park, Car- 
dill, within 14 days (6622) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN SURGERY 
based at the Vale of Leven Hospital, Alexandria, 
Dunbartonshire Applications (12 copies), stating 
date of birth, qualifications, expericnce, present 
appointment, and the names of three referees, to 
reach the Secretary, Western Regional Hospital 
Board, 64. West Regent Street, Glasgow, C.2, by 
October 12, 1957. (6726) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT SURGICAL OFFICER 
(.H.M.O. grade) required for Surgical Unit, Trede- 
gar General Hospital, Monmouthshire. Duties are 
those of Assistant to General Surgeon. Staff in- 
cludes also House Surgeon Commodious family 
flat. Apply, with full particulars and stating names 
of two referees, to Secretary. (6407) 


WESTMORLAND COUNTY HOSPITAL, Kendal 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Surgical) 
required in the Surgical Unit. The post offers ex- 
cellent experience in general surgery The success- 
ful candidate will also be expected to participate 
in the general work of the hospital, Salary will be 
determined by applicant's present post and previous 
service Full particulars, stating age, experience. 
and qualifications, with names of two referees 
should be forwarded to the Group Secretary, Royal 
Lancaster Infirmary, Lancaster. (6613) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Christchurch Hospital, Christchurch, Hants 


Applications are invited for the appointment of a 
RESIDENT SENIOR HOUSE OFFICER (Surgical) 
for the above hospital of 334 beds, including a new 
surgical unit of 56 beds. The post becomes vacant 
on September 1, 1957. There is no emergency sur- 
gery undertaken at the moment, but the successful 
applicant will attend surgical out-patient sessions 
at the Roya! Victoria Hospital, Boscombe. Appli 
cations to the Hospital Secretary, am, Hos- 
pital. 6320) 


FALMOUTH AND DISTRICT HOSPITAL 
(64 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
to the above Hospital, commencing on September 
24. Applications, stating age, nationality, qualifi- 
cations and experience. with copies of two recent 
references, to be sent to the Hospital Secretary, 
Royal Cornwall Infirmary, Truro (6321) 
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HULL (A) MANAGEMENT 
MITTEE 


Hull Royal Infirmary (Sutton) 


Applications are invited for the post of 
HOUSE SURGEON (Grade L0.) 
Recognized for F.R.C.S. Nationa! salary scale and 
conditions Appointment wil] be for six months 
terminable by one month's notice cither side 
Vacant October Applications to the Hospital 
Secretary, Hull Royal Infirmary (6643) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT SENIOR How SE OFFICERS 


(i) Merthyr Genera! ial, Merthyr Tydfil ¢120 
beds). (This post is normally pre registration 
and is due to terminate January 31, 1958.) 
(ii) Aberdare General Hospital, Aberdare (102 
beds). (Duties mainly gencral surgery, ortho- 
pacdic and traumatic, and include work in 
the Casualty Department.) 
Apply, with full particulars and copies of two 
recent testimonials, to the Group Sceretary, St. 
Tydfil's Hospital, Merthyr Tydfil (S400) 


MINEHEAD AND WEST SOMERSET HOSPITAL 
Minehead, Somerset 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER (S.H.0.) 
with care mainly of surgical cases under Consult- 
ant staff. One other Senior House Officer. Six 
months’ or one year’s appointment Salary 
£819 10s. per annum. Vacant end of October, 1957 
Resident or non-resident. Applications to the 
Secretary, Minehead and West Somerset Hospital, 
Minchead, Somersct (6735) 


MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


SENIOR HOUSE OFFICER (Surgery) 
required. Residential emoluments £150 per annum 
Applications to the Secretary, Hospital Management 
Committee “Fern Bank,” Doncaster Road, 
Rotherham (6842) 


NORTHALLERTON HOSPITAL MANAGEMENT 
COMMITTEE 


Friarage Hospital, Northallerton (341 beds) 


Applications are invited for the appointment of a 
SENIOR SURGICAL HOUSE OFFICER 
Immediate vacancy. Applications (two referces) to 


Group Secretary, Friarage Hospital, Northallerton 
(6592) 


PONTYPOOL AND DISTRICT HOSPITAL 
Pontypool, Mon. (126 beds) 


SENIOR HOUSE OFFICER 
required, dutics being principally surgical. A 
modern furnished bungalow adjacent to the hospital 
is available for a married applicant Recognized 
F.R.C.S. for six months Write, quoting two 
referees, to T. A. Jones, Group Secretary (6322) 


QUEEN VICTORIA HOSPITAL, Morecambe 
RESIDENT SENIOR HOUSE OFFICER 
(Surgicel) 

The post is normally tenable one year, and the 
successful applicant will be attached to the specialist 
surgical unit. Post vacant now. Applications, with 
names of two referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, 
Lancaster (6734) 


ROTHERHAM HOSPITAL, Doncaster Gate 
(161 beds) 
MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 
LOCUM SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
Residential emoluments £150 per annum. Appii- 
cations to the Secretary. Hospital Management 
Committee, “Fern Bank,” Doncaster Road, 
Rotherham. (6543) 


ROTHERHAM HOSPITAL (161 beds) and 
MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
Residential emoluments £150 per annum. Appli- 
cations to the Secretary, Hospital Management 
Committee, “Fern Bank,” Doncaster Road. 
Rotherham. (6263) 


GULSON HOSPITAL, Coventry (312 beds) 


SENIOR HOUSE OFFICER IN GENERAL 
SURGERY 

(79 beds). Recognized F.R.C.S. Resident. Appli- 

cations to Group Secretary, Coventry and Warwick- 

shire Hospitai, Coventry (6541) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 


= 3 
= 
| 
| 
| | — 


34 


Surgery——contd. 
SALFORD ROYAL HOSPITAL 
Salford Hospital Management Committee 


Appucations invited te r the post of 
SENIOR HOUSE OFFICER IN GENERAL 
SURGERY 
(Assistant Resident Surgical Officer) The 
recognized for the F.R.C.S. and 
year Applications to the Secretary 
Hospital, Chape! Street, Salford. 3 


post & 
tenable for one 

Salford Royal 
(6736) 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Terbay Hospital, 


RESIDENT SENIOR HOUSE OFFICER 
(Surgery) 


Torquay 


required immediately (Post recognized for 
FRCS.) There is a complement of six resident 
House Officers Applications, siating qualifications, 
age, nationality, with copy testimonials (quoting 
Ref. F.955/83), to the Group Secretary, Torbay 
Hospital, Torquay, S. Devon (4932) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for 
HOUSE SURGEONS 
at cach of the following hospitals 


Liandudno General Hospital. Llandudno 
(Recognized for F.R.C.S.) and 


Cacrnarvon and Anglescy General 
(Recognized for F.R.C.S 


The appointments are for a period of six months. 
Salary and conditions of service in accordance with 
those approved by the Ministry of Health. Appli- 
cations, stating age, quvwalifications and experience, 
together with the names and addresses of two 
referees, to be forwarded to the Group Secretary, 
Plas Gwyn, Firiddocdd Road, Bangor. within ten 
days of the appearance of this advertisement. (6665) 


Bangor 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


RESIDENT HOUSE OFFICER 


required in Surgical Department (post or pre-regis- 
tration). Post vacant November 1. 1957. Appli- 
cations, with copies of two testimonials, to Medical 
Director by October 5, 1957 (6698) 


HOVE GENERAL HOSPITAL, Sussex 
(75 beds. 3 Resident Medical Officers) 


PRE-REGISTRATION HOUSE SURGEON 
(with Casualty duties) 


required for period of six months. This post, 
which is now vacant, is recognized for F.R.C.S. and 
provides a wide experience in an active surgical 
unit. Salary £467 10s. to £577 10s., less £125 per 
annum for residential emoluments Applications, 
stating usual particulars, and giving the names of 
two referees, should be sent to the Administrative 
Officer 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hell Royal (Sutton) 


Applications are invited for the post of 
HOUSE SURGEON (H.0. grade) 


Vacant now Recognized for F.R.CS. National 


salary scale and conditions. Appointment will be 
for six months, terminable by one month's notice 
either side Applications to the Hospital Secre- 
tary, Hull Royal Infirmary, Hull (6459) 


HULL “A” GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Western General Hospital, Holl 


JUNIOR HOUSE OFFICER (Sergical) 


required immediatcly Extensive surgical experience 
available under full-time consultants Recognized 
for F R.C.S. Applications to be sent to the Hos- 
pital Secretary (6264) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


RESIDENT HOUSE SURGEON 
|, orthopaedic and tie surgery) 
post-registration. required for six months, 
Post recognized for F.R.C.S 
stating age. naticnality. qualifications, 
with copies of recent testimonials, to 
ry of Hospital by October 2. (6485) 


pre- of 
starting November | 
App ications 
cxpernence 


Secrets 


BRITISH MEDICAL JOURNAL 


ROYAL SOUTH HANTS HOSPITAL (274 beds) 


RESIDENT HOUSE SURGEON 


Pre-registration candidates cligible. Ap 
with copics of recent testimonials. should 
be forwarded to Group Secretary, Southampton 
Group Hospital Management Committee, Bullar 
Street, Southampton (6619) 


required 
plications, 


ROYAL WEST SUSSEX HOSPITAL, Chichester 
(202 acute beds) 


RESIDENT HOUSE SURGEON 


required for six months’ appointment National 
salary scales for either provisionally or fully resis- 
tered practitioners. Post approved for pre-registra- 
tion practitioners and F.R.C.S Eight residents 
Vacant October 13 Applications, stating agc, 
experience, qualifications, with references of 
referees, to Senior Administrative Officer (6754) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary /Copthorne Hospital 
(S00 beds) 


HOUSE SURGEON 
Vacant November 1. 1957. Pre-registration can- 
didates eligible. Recognized for the F.R.C.S. Ap- 
plications, with copy testimonials, to Group Secre- 
tary. Royal Salop Infirmary, Shrewsbury (6265) 


WANSBECK HOSPITAL MANAGEMENT 
COMMITTEE 


Ashington Hospital (S2 beds) 


HOUSE OFFICER 


required immediately: also Locum for Resident 
Surgical Officer U.H.M.O.). Some medical work 
will meed wo be undertaken by the House Officer 
Applications, with full details, etc.. should be 
forwarded as early as possible to the Group Secre- 
tary, Wansbeck Hospital Management Commiticc, 
12, Stanley Street, Blyth, Northumberland (6715) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGEON 
required. Recognized pre-registration appointment 


Applications to Group Secretary, 19, Alexandra 
Road, Barnstaple (Pr.6102) 


BOARD OF FOR THE 
ORKNEY HOSPITA 


Balfour Hospital 


RESIDENT HOUSE OFFICER (Surgical) 


(pre-registration) required for the above hospital 
(44 surgical beds). In addition to the salary of 
£467 10s. and £522 10s. for first and second posts 
respectively, an additional sum of £50 per annum 
will be paid Applications, stating age, qualifica- 
tions and experience, along with the names of two 


referees, should be addressed to Group Secretary 
and Treasurer, Balfour Hospital, Kirkwal!, Orkney, 
(Pr.6718) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Christchurch Hospital, Hants 


Applications are invited for the appointment of 
RESIDENT HOUSE SURGEON 
the above hospital of 334 
beds, which includes a new surgical unit of 56 
beds The successful applicam will be required 
to attend surgical out-patient sessions at the Royal 
Victoria Hospital, Boscombe. The post, which is 
recognized for pre-registration purposes, becomes 
vacant on October 1. Applications to the Hospital 
Secretary (Pr.5931) 


CITY GENERAL HOSPITAL, Stoke-on-Treat 
(815 beds) 


for general surgery at 


HOUSE OFFICER (General Surgery) 


required Vacant now Pre-registration post 
Hospital recognized for F R.C.S. Detailed appli- 
cations, with copy testimonials, to Group Secre- 
tary, H.M.C., Princes Road, Stoke-on-Trent 
(Pr .6028) 


EAST HAM MEMORIAL HOSPITAL 
Shre ondoa 


wsbury Road, L » & 


HOUSE SURGEON 


commencing date December 1, 1957. for 
Pre-registration first post, recognized 
Apply by October 5, 1957, with 

to Hospital Secretary 
(Pr.6742) 


resident, 
six months 
for FR.CS 
copies of testimonials, 


Sept. 28, 1957 


EDGWARE GENERAL HOSPITAL, Edgware, 
Middlesex 


RESIDENT HOUSE SURGEON 
Post vacant October 13, 1957. Six months’ appoint- 
ment. Recognized for F.R.C.S. and pre-registration 
purposes. Applications, stating age, qualifications, 
experience, and enclosing copies of up to three 
recent testimonials, to Medicai Director of hospital 
by October 11 (Pr.6716) 


GENERAL HOSPITAL, Hereford (154 beds) 


HOUSE OFFICER (General Surgery) 
required. pre-registration post Hospital recognized 
by R.C.S. Duties include care of gencral surgical 
beds and in addition, for three months, of ortho- 
paedic beds, and for three months of E.N.T_ beds 
Applications, with copies of two testimonials, to 
be sent to the Group Secretary, Victoria House, 
Eign Street, Hereford (Pr.6074) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate Strect, Gloucester 
TWO HOUSE SURGEONS 
required Posts vacamt carly October Excellent 
general surgical experience. Both posts recognized 
for pre-registration service and the FRCS 
examination Applications, naming two referees, 
to Group Secretary. (Pr.6717) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Heddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required to commence duty immediately. The post 
is recognized as a pre-registration appointment and 
for the F.R.CS Salary in accordance with 
National Scales. Applications, together with copies 
of three recent testimonials, to be addressed to the 
undersigned as soon as possibic.—H. J. Johnson, 
Secretary to the Management Committee. The Royal 
Infirmary, Huddersfield (Pr.6470) 


HULL “A” GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston General Hospital, Huil (419 beds) 


HOUSE SURGEON (Pre-registration post) 
Resident, and tenabic for six months, This post 
includes gynaccology and general surgery. Appli- 
cations, with two recent testimonials, to the Hos- 
pital Secretary. (Pr.6593) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE SURGEON 
Recognized Pre-registration posts will be available 
commencing November 1, 1957, in the following 
hospitals approved under the Medical Act, 1950 
*Scarborough Hospital (191 beds)—2 vacancies 


*County Hospital, York (222 beds)—1 vacancy 

*City Hospital, York (180 beds)—! vacancy 

*Hull Royal Infirmary and Sutton (281 beds)—! 
vacancy 

tHull Infirmary and Sutton (281 beds)}—I 
vacanc 

tVictoria ‘Children’s Hospital, Hull (143 beds}—1 
vacancy 

*Westwood Hospital, Beveriey (202 beds>—! 
vacancy 

*Pontefract General infirmary (100 beds)—! 
vacancy 

*Clayton Hospital, Wakefield (200 beds)—2 
Vacancies 

*Pinderficids General Hospital. Wakefield (663 
beds)—2 vacancies 

$General Hospital, Batley (99 beds)—I vacancy 
(September 25) 

General Hospital, Dewsbury (119 beds)—! 


vacancy 
Royal Halifax Infirmary (301 beds)—2 vacancies 
Halifax General Hospital (425 beds)—1! vacancy 


*Bradford Royal Infirmary (S07 beds}—2 
vacancies 
*St. Luke's Hospital, Bradford (828 beds)—! 
vacancy 
*Keighiey Victoria Hospital (139 beds)}—2 
vacancies 
*St. James's Hospital. Leeds (1.539 beds)}—3 
vacancies 
St. James's Hospital, Leeds (1,539 beds)—2 
vacancies 
*Harrogate General Hospital (253 beds)—! 
vacancy 
*Recognized for F.R.CS. 
tRecognized for D.O.MS. 
tRecorgnized for D.C.H. 
§Recognized for D.O 
Application forms can be obtained from the 


Senior Administrative Medical Officer, Park Parade. 
Harrogate, or from the Dean, Schoo! of Medicine. 
Thoresby Place, Leeds. 2. and should be returned 
to the above-nanf€d as soon as possibic Appli- 
cation may be made in advance of results of final 
examination Candidates wishing to apply for 
posts at more than one hospital should complete 
a separate form in respect of each hospital 

(Pr 6251) 
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Surgery—contd. 
LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 

female (available for pre-registration candidates) 
vacant October | Applications, stating age, quali- 
fications and expericnce. together with copies of 
recent testimonials to the Group Secretary. 
Leicester No. | Hospital Management Committee. 

the Leicester Royal Infirmary, immediately 
(Pr.5105) 


NEW CROSS HOSPITAL, Wolverhampton 
(634 beds) 


PRE-REGISTRATION HOUSE OFFICER 
IN GENERAL SURGERY 
Vacant late September. Applications to the Hos- 
pital Secretary (Pr.6529) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
vacant November 4, 1957 Recognized for pre- 
regwtratiion purposes Applications. stating agc, 
nationality, qualifications and experience, together 
with copies of not more than three testimonials, 
to be sent to the Hospital Secretary, City Hospital, 
Hucknall Road, Nottingham (Pr.6348) 


ROYAL CORNWALL INFIRMARY, Truro 
(220 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
now vacant. The post is recognized for pre-registra- 
tron Applications, stating nationality, 
age, qualifications and experience, together with 
copies of two recemt testimonials, to be addressed 
to the Hospital Secretary, Royal Cornwall Infir- 
mary, Truro (Pr.5932) 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 


HOUSE SURGEON 
required end October. Pre-registration, and recor- 
nized for F.R.CS Applications, stating usual 
particulars, and giving the names of two referees 
should be sent to the Administrative Officer. Royal 
Sussex County Hospital, Brighton, 7 (Pr.6669) 


RYHOPE GENERAL HOSPITAL, near Sunderiand 


HOUSE SURGEON 
required Post recognized for pre-registration 
experience and for the F.R.C.S. examination. Post 
vacant immediately Apply, naming two referees, 
to the Hospital Secretary, Lecholme Hospital, 
Easington, Co. Durham (Pr.6657) 


ST. ALBANS CITY HOSPITAL, St. Albans, Herts 
(384 beds) 


HOUSE SURGEON 
(House Officer grade) required for one of the two 
surgical teams (Post recognized for F.R.C.S.) 
Post vacant October 26, 1957, and tenable for six 
months Preference given to candidates seeking 
post under the Medical Act, 1950. Applications to 
Secretary, Mid-Herts Group Hospital Management 
Committee, Bleak House, Catherine Street, St. 
Albans (Pr.6594) 


STAINCLIFFE GENERAL HOSPITAL 
Dewsbury, Yorkshire (311 beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (General Surgery) 
which is now vacant and is tenable for six months 


Recognized pre-registration appointment The 
hospital has a surgical unit of 52 beds Applica- 
tions, with full details, to the Administrative 
Officer at the hospital (Pr.6595) 


THE GENERAL HOSPITAL, Burton-on-Trent 


HOUSE SURGEON 
(General and pre-regisiration) required immediately 
above Hospital. Post recognized for 
Applications to Group Secretary as soon 
as possible (Pr 6371) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
HOUSE SURGEON 
Available for pre-registration candidates. vacant 
October 1, recognized for F.R.C.S. Applications, 
stating age, qualifications and experience, together 
with copies of recent testimonials, to Group Sec- 
retary, No. 1! Hospital Management Committee, 


the Leicester Royal Infirmary, immediately 
(Pr.5172) 


BRITISH MEDICAL JOURNAL 


THORACIC SURGERY 
THE ROYAL MASONIC HOSPITAL 
Ravenscourt Park, London, W.6 


Applications are invited from Fellows of one 
of the Royal Colleges of Surgeons for the appoint- 
ment of 


CONSULTANT THORACIC SURGEON 


at the above hospital as from on or about January 
1, 1958 Candidates must be engaged in con- 
sulting practice and well established in their pro- 
fession. Applications, giving detailed information 
and the names and addresses of three referees 
should reach the undersigned (from whom further 
information may be obtained) on or before October 
12, 1957.—-R. E. Lawson, Secretary and House 
Governor (6046) 


MANCHESTER REGIONAL HOSPITAL 
BOARD 


South Manchester H.M.C., Baguley Hospital 
(402 beds) 


The Board invite applications for the post of 
REGISTRAR IN THORACIC SURGERY 


This hospital is a laree Thoracic Unit tully 
equipped for the medical and surgical treatment of 
tuberculosis and other chest diseases. Attached to 
the hospital is a Chest Clinic. The post offers 
Opportunities for wide experience in medical and 
surgical treatment of patients suffcring from tuber- 
culosis and other diseases of the chest, together 
with chest clinic work. Ample scope for clinical 
research. Applications, stating age, qualifications, 
nationality, experience, and the names of two 
referees, to be forwarded to the Group Secretary. 
Withington Hospital, Manchester, 20, within seven 
days of appearance of this advertisement. (6625) 


FRENCHAY HOSPITAL, Bristol 


SENIOR HOUSE OFFICER 
required for the Department of Thoracic Surgery 
{120 beds) at Frenchay Hospital. Apply to Group 
Secretary, giving age and experience. and quoting 
two referees (6353) 


SOUTH-EAST REGIONAL THORACIC 
SURGERY UNIT (50 beds) 


Brook General Hospital, 
Shooters Hitt Road, S.E.18 


SENIOR HOUSE OFFICER 


Vacant November | Recognized for F.R.CS 
Six months’ appointment and may then be renewed 
for a further period. The Unit treats all types of 
Chest Diseases and offers opportunity for compre- 
hensive training in Thoracic Surgery Apply to 
Group Secretary, Memorial Hospital, Woolwich, 
S.E.18 (6471) 


SULLY HOSPITAL. Sully, Glam, 
Regional Thoracic Centre (324 beds) 


SENIOR HOUSE OFFICER (Surgical) 


required Experience will be gained in investiga- 
tion and treatment of chest and heart conditions 
Form of application from Group Secretary, Cardiff 
Hospital Management Committee, 44, Cathedral 
Road, ‘Cardiff (6323) 


UROLOGY 

ST. PETER’S, ST. PAUL'S AND ST. PHILIP'S 
HOSPITALS 


RESIDENT SURGICAL OFFICER 
(Senior Registrar grade) 
required for St. Paul's Hospital on December 1, 
1957 Applications invited from male candidates 
on the British Register who have completed their 
training im general surecry Appointment for six 
months, with opportunity for a further six months 
if recommended. Candidate should be prepared 
to spend one year at the hospital if required 
Applications (12 copies), and the names of three 
referees, should reach the House Governor, St. 
Peter’s Hospital, Henrietta Street, W.C.2, by 
October 31, 1957 (6670) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 
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PUBLIC HEALTH 
CITY & COUNTY OF NORWICH 


DEPUTY MEDICAL OFFICER OF HEALIN 
AND DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER 


Applications are invited for the above-mentioned 
post from registered medical practitioners holding 
the Diploma in Public Health or an equivalent 
qualification Salary scale £1,486 13s. 4d.. rising 
by annual increments of £55 (4) and one of £50 to 
£1,756 13s. 4d. Car essential—usual allowance 
For particulars and application forms apply to the 
Medical Officer of Health, 68. St. Giles’ Street, 
Norwich, by whom applications should be received 
not later than October §, 1957 (6599) 


COUNTY BOROUGH OF ROCHDALE 
Public Health Department 


Applications are invited for the whole-time post 
of 


ASSISTANT MEDICAL OFFICER 
in the Maternity and Child Welfare Department 
Duties include Ante-natal Clinics, Nursery Schools 
and liaison with the Hospital Services, as well as 
Child Welfare C'inics Salary £1,050, rising by 
increments of £50 to £1,200 per annum, then by 
increments of £55 to £1,475 per annum, commenc- 
ing according to experience and qualifications 
Further particulars and application forms may be 
obtained from the Medical Officer of Health, Public 
Health Department. Baillie Street, Rochdale, to 
whom they should be returned by October 12 
1957 (6615) 


COUNTY BOROUGH OF WEST HARTLEPOOL 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH 

Applications are invited for the above appoint- 
ment from registered medica! practitioners possess- 
ing the D.P_LH. or D.C.H The duties will be 
mainly in connexion with maternity and child wel- 
fare services. but the person appointed will be re- 
quired to carry out such other duties (e.g.. School 
Health Service duties) as may from time to time 
be allocated by the Medical Officer of Health 
The appointment will be subject to the Whitley 
Council Scale and Conditions, Salary £1,050 per 
annum by £50 to £1,200 by £55 to £1,475 per 
annum, according to experience. A car allowance 
of £75 per annum is normally payable. The ap- 
pointment will be subject to a medical examination 
for superannuation purposes and to two months’ 
notice in writing on cither side. Canvassing will be 
a disqualification, and candidates must disclose any 
relationship to members of the Council. Applica- 
tions, stating the names and addresses of three 
referees, must be received by the Medical Officer 
of Health, Durham House, Victoria Road, West 
Hartlepool, not later than October 14. 1957.--Eric 
J. Waggott, Town Clerk, Municipal Buildings, West 
Harticpool (6614) 


NORTH RIDING COUNTY COUNCIL 


Applications are invited from suitably qualified 
medical practitioners for whole-time mixed appoint- 
ment of 

MEDICAL OFFICER OF HEALTH to 
Guisborough, Loftus, and Skelton and Brotion 
Urban District Councils and ASSISTANT 
COUNTY MEDICAL OFFICER 
to take up duty April 1, 1958. Salary £1,628 Is. 2d., 
rising by annual increments to £2,021 6s. Id. per 
annum. Conditions of service in accordance with 
Whitley Council's recommendations (Medical Coun- 
cil Committee “C"). House available. Medical 
examination necessary Further particulars and 
forms of application, obtainable from the Clerk of 
the County Council, County Hall, Northallerton, 
should be returned Within fourteen days from the 
appearance of this notice (6686) 


WARWICKSHIRE COUNTY COUNCIL 
County Officer of Health's Department 


ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH (Male or female) 
Applications are invited from registered medical 
practitioners for the above permanent appointment 
Preference will be given to those holding the 
D.P.H. or D.C.H. and with previous experience 
Conditions of service and salary (£1,050 to £1,475) 
will be in accordance with the Whiticy Council 
The successful candidate will be required to pro- 
vide a motor car in the performance of duties, for 
which Whitley Council! scale allowances are pay- 
able. Further particulars, including details of area 
and duties, and application forms, may be obtained 
from the County Medical Officer of Health, Shire 
Hall, Warwick Cosing date for applications is 
October 12, 1957.—L. Edgar Stephens, Clerk of 
the Council, Shire Hall, Warwick. (6268) 
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Public Health—contd. 


NOTTINGHAMSHIRE COUNTY COUNCIL 
Public Heatth Department 


APPOINTMENT OF MEDICAL OFFICER FOR 
MENTAL HEALTH 

Applications are invited for the above appoint- 
ment from registered medical practitioners with 
special experience in Mental Health The posses 
sion of a Dipioma in Psychological Medicine will 
be an advantage Salary £1,520 by £50 to £1,570 by 
£55 to £1,955 per annum Application forms and 
appointmem from the County Medi- 
cal Officer, County Hall, Trem Bridge, Nottingham 
Applications by October 21, 1957.—A. R. Davis 
Clerk of the County Council (6545) 


PERTH AND KINROSS JOINT COUNTY 
COUNCIL 


ASSISTANT MEDICAL OFFICER (Female) 

Perth and Kinross Joint County Council invite 
applications for the post of Assistant Medical 
Officer (female) Duties mainiy School Health 
DPPH of DCH. an advantage Salary scale 
£1.050 to £1,475. with placing according to experi- 
ence Particulars and forms of application from 
the County Clerk. P.O. Box 15, County Offices, 
York Place, Perth. Applications to be lodged by 
September 30, 1957 (6422) 


WESTMINSTER CITY COUNCIL AND 
HOLBORN BOROUGH COUNCIL 


JOINT APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF HEALTH 
(permanent superannuable post) Salary £2,050 by 
£105 to £2,365 per annum Applicants to be regis- 
tered medical practitioners and to hold a registered 
Public Health qualification ; age under 46 years at 
September 0, 1957. The person appointed wil! act 
as Deputy Medical Officer of Heaith for the two 
boroughs. His services will be allocated in the pro- 
portion of three-fourths to Westminster and one- 
fourth to Holborn. Applications (marked “ Deputy 
Medical Officer of Health™’), stating age, war ser- 
vice, Qualifications, present and past app .intments, 
with names of three referees, to the Town Clerk, 
Westminster City Hall, Charing Cross Road 


Lendon, W.C.2, by October 1957 (6384) 
INDUSTRIAL APPOINTMENTS 
Attention is drawn to the B.M.A. scale of 


remuneration for Industrial Medical Officers (as 

revived by the Annual Representative Mecting, 

1957), which is available on request from the 
Secretary. 


BRITISH EUROPEAN AIRWAYS 


Applications invited for two medica! posits of 
ASSISTANT MEDICAL OFFICER 

in the Corporation's Medical Service, based in 
United Kingdom Applicants (malic) must be be- 
tween 30 and 40 years of age and hold a British 
medical registration Preference will be given tw 
candidates with experience of aviation medicine or 
general practice 

Commencing salary. according to expenence, will 
be within the current B.M.A. range for the post 
(£1.400 to £1,700) 

Initially the posts will be temporary appointments 
for twelve months, but successful candidates will be 
cligible for consideration for a appoint- 
ment alter the satisfactory completion of this 
Period, which wi require membership of the 
Corporation's pension scheme Application forms 
can be obtained from the Establishments Officer 
Personne! Dept B.E.A.. Keyline House, Ruislip, 
Middiesex, to whom they should be returned, to- 
acther with a recent photogriph, by October 14, 
1957 (6038) 


NAVY, ARMY AND AIR FORCE INSTITUTES 


Applications are invited from gencral practitioners 
in the undernoted towns for the appointment in a 
Part-time capacity as 

MEDICAL OFFICERS 
tw this Corporation Successful applicant would 
be required to examine and report on the condition 
of employees of the Corporation who may be re- 
ferred to them from time to time. Fees for this 
work wili be paid on a scale agreed with the British 
Medical Association. Applications, giving details of 
qualifications and experience, should be seni to the 
Chief Medical Officer, Navy, Army and Air Force 
Institutes, Kennington Lane, London, S.E.11, not 
later than October 5. 1957. The towns for which 
applications are invited are 

KING'S LYNN 

LEICESTER 

PETERBOROUGH 


NOTTINGHAM 
LINCOLN 
GRIMSBY 


BRITISH MEDICAL JOURNAL 


BRITISH OVERSEAS AIRWAYS 
CORPORATION 


require a 
MEDICAL OFFICER 
in the Corporation's Medica! Service 
Applicants should be between 28 and 34 
years of age, with good academic qualifica- 
tions, and should possess a sound standard 
of clinical medicine R.A.F. experience in 
the medical care of aircrew will be an 
advantage The successful applicant will 
be based at London Airport. and the work 
will primarily consist of clinical cxamina- 
tions of flying staff and gencral medical 
duties in connection with the Corporation's 
Medica! Service and will involve flying at 
home and overscas Commencing salary 
will be in the range of £1,785 /£2.170 per 
annum according to age, qualifications and 
experience The successful candidate will 
be required to join the Corporation's Pen- 
sion Scheme Applications should be made, 
together with details of professional qualifi- 
cations and experience, to the Chief Person 
nel Officer, B.O.4.C. Headquarters, London 
Airport, Hounsiow, Middlesex. The closing 
date for receipt of applications will be 
October 11, 1957 


WEST MIDLANDS GAS BOARD 


VACANCY FOR ASSISTANT MEDICAL 
OFFICER 


Applications are invited for the above post, the 
successful candidate for which may be required to 
undertake the clinical and other duties of an 
industria! medica! officer in all parts of the Board's 
area, but will work principally in the industrial 
area adjacent t Birmingham The commencing 
salary will be not less than £1,400 per annum 
The post is pensionabie, and the successful candi- 
date may be required to undergo a medical 
examination Applications, giving full details of 
age. qualifications, experience, and the names of 
two referees, should be sent to the Industrial 
Relations Officer, West Midlands Gas Board, 6, 
Augustus Road, Birmingham, 15, not later than 
October 19, 1957.—J. Swan, Secretary to the Board. 

(6759) 


REPUBLIC OF IRELAND 
MEATH COUNTY COUNCIL, tretand 


RESIDENT MEDICAL OFFICER WANTED 

The Meath County Council invites application for 
post of full-time Resident Medical Officer at Our 
Lady's Hospital, An Uaimb The appointment, 
which will be subject to sanction by the Minister 
for Health, will be for a period not exceeding 
six months Rate of remuneration as approved 
by the Department of Health with rations and 
apartments Compieted application on prescribed 
form, which may be had from the Chief Officer, 
Health and Assistance Section, An Uaimh, must 
be received not later than 5 pm. on Friday 
October 4, 1957 (6755) 


OVERSEA (Vacant) 


ASSISTANT WITH A VIEW REQUIRED IN 
general practice in Toronto. Good gencral and 
obstetric experience desirable.—Box 352, B.MJ 


AUCKLAND, NEW ZEALAND. — SURGEON 
with general practice wishes to dispose of his 
general practice to an anacsthetist experienced in 
the use of modern closed circuit machines. prefer- 
ably with D.A. or similar qualification. Premium 
£1,500, terms if required 176, J 


MELBOURNE, AUSTRALIA, HALF-SHARE 
lock-up with early ful succession St Kilda 
(seaside) city areca, average of £3,000 per annum 
(earnings) assured Long tease. Help afterwards 
No week-end work done. Keen hands will treble 
goldmine Sky (usually sunny blue) the limit 
Dr. Don Sutherland (10 years from U.K.) §7, 
Beach Road, Hampton, Victoria, Australia. 
Premium £1,400 sterling, first deposit £500 secures 
Cable vendor 


ASSAM..-A BRITISH MEDICAL OFFICER IS 
required for a group of Tea Estates Age 28 to 
% years. Tropical clinical and hygiene experience 
an advantage. Basic salary £2,070 per annum for 
three-year agreement, which is renewabic, plus 
matriage and family allowances Car allowance 
additional! Provident fund Bungalow, exsential 
furniture and servants provided Applications, 
with copies of three testimonials, and the names 
of three other persons for reference purposes, to 
Box 378, B.MJ 


Sept. 28, 1957 


ST. JOHN OPHTHALMIC HOSPITAL 
Jerusalem, Jordan 
The post of 
MATRON 
is vacamt. Salary according to Whitley Counc! 
scales, plus expatriation allowance £100 per annum, 
plus £30 uniform allowance, accommodation and 
keep provided. Home icave one month per annum 
exclusive of (air) travelling time Passage paid 
on initial appointment and annual leave 
dates, with ophthaimic experience, write to the 
Hospitailer, Order of St. John, St. John's Gate, 
London, E.C.1, for further particulars (6104) 


RHOKANA CORPORATION LIMITED 
Northern Rhodesia 


MEDICAL OFFICER 
A Medical Officer is required for Rhokana Cor- 
poration Mine Medical Service at Kitwe, Northern 
Rhodesia. There is a vacancy for a Medica! Officer 
with an advanced qualification in medicine, prefer- 
ably one who has had experience as Registrar 
He will work under the Chief Medica! Officer in 


association with the Physician already employed 
by the Corporation His duties will include the 
care of patients in the Corporauon’s hospitals 


(European and African) under the direction of the 
Specialist Physician, the holding of clinics and some 
general practice The Corporation cmploys 10 
medical practitioners inclusive of the above- 
mentioned Salary is at the rate of £1,700 per 
annum, part of which is deemed to be in licu of 
Private practice A modcrn house ‘of bungalow 
type will be available immediately at a nominal 
rental Water is free and the charges for light 
are low A motor car is provided free for use 
within the Corporation's area. There is a contribu- 
tory pension scheme and a variablc bonus is 
payabic, dependent on the selling price of copper. 
Holiday leave is at the rate of $1 days per annum, 
accumulative up t© a maximum of 153 days. The 
Corporation pays the cost of the outward passage 
of the successful applicant and wife and family. 
Application forms can be obtained from Rhokana 
Corporation Limited, 40, Holborn Viaduct, London, 
EC.1 (6650) 


THE BRITISH PETROLEUM COMPANY LIMI- 
TED requires a Medical Officer (femaic gcneral 
practitioner) for service in Aden. Candidates must 
be fully registered and between the ages of 28 and 
32 years. Expericnce in gynaccology and child 
health is essential and the D.R.C.O.G. desirable. 
Commencing salary £1,575 per annum plus gener- 
ous allowances in local currency Full particulars 
can be obtained by writing. giving details of quali- 
fications and a brief account of career and quoting 
H.F. 81, to Box 391, B.MJ 


FANNING ISLAND, PACIFIC OCEAN 


MEDICAL OFFICER 
required for two-year tour, to be responsible for 
health of approximately 60 contract staff and 250 
Gilbertese. Salary £1,200 per annum, plus Forcign 
Service allowance £204. Free fully furnished bun- 
galiow. Free passages for officer and family. Suc- 
cessful candidate required leave United Kinedom 
by air early November Applications, giving full 
details of age. experience and qualifications, to be 
semt to Staff Manager, Cable & Wireless Litd., 
Mercury House, Theobalds Road. W.C.1 (6616) 


PAKISTAN CATHOLIC MISSION HOSPITAL. 
Experienced surgeon required £2,400 per annum. 

Apply Secretary, Damien Society, 47, Fitzwilliam 
Square, Dubiin (7130) 


VACANCIES FOR PHYSICIANS (PREFERABLY 
with pathological neurological biochemical of 
genetical experience) in a large hospital and school 
for physically and mentally defective children 
Salary arranged, $6.500 to $9,500 per annum. Mail 
full particulars to Clinical Director, Box 144, 
Wrentham. Mass, U.S.A 


APPLICATIONS ARE INVITED FOR 
posts as Medical Officers in Mit. Coke Mission 
Hospital, South Africa. Salary scale, £700 by 425 
to £850, plus cost of living £246 married, £174 single, 
plus furnished house with free light, water and 
fuel if married or quarters if single Fares will be 
paid to South Africa. Leave, 30 days per annum 
and six months after six years. Applicants must be 
Protestants and in real sympathy with mission 
work. Mt Coke Hospital is on a Methodist Mis- 
sion, 31 miles from East London. It has 145 beds, 
dealing with all types of cases, and is comp cte 
with Theatre. X-ray. ctc There is extensive Dis- 
trict work. Full details from Dr. H. M. Bennett, 
c/o Mr. D. Henderson, Kerrera_ Bicidside, Aber- 
deenshire 409) 


APPLICATIONS ARE BEING CONSIDERED 
for rotating internship Northwestern General Hos- 
pital, Toromo 9, Ontario Accredited hospital, 
110 beds, requires internes. Pay $150 per month, 
plus room and board Ideal preparation for 
general practice in Toronto area (S809) 
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Oversea (Vacant)}—contd. 
GOVERNMENT OF HONG KONG 


MALE RADIOLOGISTS (Diagnostic) 
required. Candidates must possess qualifications 
registrable in United Kingdom and D.M.R.D. 
Appointment on contract for three years. Emolu- 
ments include basic salary on scale ranging from 
£1.095 to £2,175 a year, expatriation pay from £210 
to £311 Ss. a year, variable cost of living allowance 
of £43 16s. a year for single man, £186 approxi- 
mately a year for marricd man without children, 
and £328 10s. a year for married man with children. 
Two increments in scale allowed for possession of 
D.M.R.D., and entry point also depends on experi- 
ence. Thus a married man with children: and one 
year’s experience after Housemanship would receive 
approximately £1,828 a year Free passages for 
officer, wife and up to three children under 18 
years. Pending quarters becoming available, hote! 
or hostel accommodation provided Maximum 
charge for quarters, hote] or hoste! accommodation 
one-seventh of basic salary. Income tax at local 
rates. Climate favourable Educational facilities 
available Application forms from Director of 
Recruitment, Colonial Office, London, S.W.1 
(quoting BCD 117/51 /011) (6701) 


GOVERNMENT OF SARAWAK 


MALE MEDICAL OFFICERS 

required in Sarawak to undertake travelling duties 
in country districts. Must be prepared for arduous 
travelling between widely separated villages ; warm 
welcome, however, from friendly villagers. Candi- 
dates must possess qualifications registrable in 
United Kingdom and must be unmarried. Appoint- 
ment on contract for three years with gratuity 
(taxable) 124% of salary (including expatriation 
pay) for each completed period of one month, 
pavable on compiection of contract Candidates 
from National Health Service may retain super- 
annuation rights (up to six years) and receive 
gratuity (taxable) of 20% of agarceate salary at 
end of engagement. Salary scale £1,218 to £1,988 
a year, starting salary depending on qualifications 
and expericnce In addition. cxpatriation pay 
varying from £252 to £336 a year. Free furnished 
quarters and free passages provided. Income tax 
at local rates. Local leave permitted and gencrous 
home leave on completion of service. Application 
forms from Director of Recruitment, Colonial 
Office. London, S.W.1 (quoting BCD 117/24 /015) 

(6702) 


GOVERNMENT OF THE EASTERN REGION 

OF NIGERIA 
SPECIALIST (Gynaecologist) 
required to undertake clinical gynaecology and 
obstetrics, including visits to hospital units in the 
Region when convenient, and advising medical 
officers in obstetrics and gynaccology. Candidates 
must possess registrable medical qualifications, 
M.R.C.0.G., or equivalent, and have considerable 
experience 

Appointment on contract for two tours of not 
more than two years cach. Salary £2,442 a year 
with gratuity (taxable), on completion of satisfac- 
tory engagement, at rate of £37 10s. for cach com- 
pleted period of three months’ service (including 
leave) 

Quarters provided at rental of 10 per cent of 
salary. Taxes at local rates. Annual local leave ; 
gencrous home leave after each tour. Free return 
passages for officer and wife ; and. when appropri- 
ate, cither (but not both) of the following in any 
one tour 

(a) One return sea passage for each of 2 children 

under age 18, subject to maximum of £75 for 
the return journey for each child, or 

(>) An allowance of £75 a year for cach of 2 

children under age 18 maintained outside 
Nigeria for the whole tour. 

Application forms from Director of Recruitment 
Colonial Office, London, S$.W.1 (quoting BCD 
117 (411/017) (6684) 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 
Bahamas 


Applications invited from doctors with qualifica- 
tions registrable in United Kingdom for appoint- 
ment as Assistant Medical Officer in the Princess 
Margaret Hospital in Nassau or as District Medical 
Officer in one of the Out Islands. Candidates must 
be prepared to serve anywhere in the Bahamas 

Appointment on permanent basis with pension, 
or on agreement for three years. (Only permanent 
officers are members of Her Majesty's Overseas 
Civil Service.) 

Salary £1,400 a yeor. No income tax at present 
Free quarters if posted to the Out Islands or rent 
assi'tance if posted to New Providence Private 
practice permitted in Out Isiands Free passages 
for officer, wife and up to two children on appoint- 
ment. Free return passages if appointed on agrec- 
ment Baggage allowance up to £40 payable on 
excess baggage. Generous leave. Healthy climate 
social and recreational facilities 

Application forms from Director of Recruitment, 
Colonia! Office, London, S.W.1 (quoting BCD 
117/27 /02) (6663) 


BRITISH MEDICAL JOURNAL 


GOVERNMENT OF THE EASTERN REGION 
OF NIGERIA 


SPECIALIST (Pathologist) 
required to organize and run a Regional Laboratory 
Service, take charge of a Regional Laboratory when 
built, and administer subsidiary laboratory units 
attached to Government hospitals in the Region 
Candidates must possess D.C.P. or M.D. (London) 
in Pathology 

Appointment on contract for two tours of not 
more than twe years each. Salary £2,442 a year. 
and gratuity (taxable), payable on completion of 
satisfactory engagement, of £37 10s. for each com- 
pleted period of three months’ service (including 
leave). 

Quarters provided at rental of 10 per cem of 
salary. Taxes at local rates. Annual local leave 
permissible ; generous home leave after each tour 
Free return passages for officer and wife; and, 
when appropriate, either (but not both) of the 
following in any one tour of service 

(a) One return sea passage for cach of 2 children 

under age 18, subject to maximum of £75 for 
the return journey for each child, or 

(>) An allowance of £75 a year for cach of 2 

children under age 18 maintained outside 
Nigeria for the whole tour 

Application forms from Director of Recruitment, 
Colonia! Office, London, S.W.1 (quoting BCD.117 
411/019) (6683) 


GOVERNMENT OF THE FEDERATION OF 
RHODESIA AND NYASALAND 
Ministry of Health 


VACANCIES : RADIOLOGISTS 

Applications are invited for appointment as 
Radiologists in the Ministry of Health. with fixed 
salary at the rate of £2,350 per annum 

Duties wil! include Radiodiagnosis, Radiotherapy, 
and the training of Radiographers for the M.S.R. 
Diploma 

Application forms and further particulars from 
the Secretary (R), Rhodesia House, 429, Strand, 
London, W.C.2. 

Closing date, October 26. (6685) 


OKANAGAN VALLEY—DIRECTOR OF 
LABORATORIES 
CLINICAL PATHOLOGIST 
PROVINCE OF BRITISH COLUMBIA, Canada 


Clinical Pathologist to act as Director of 
Laboratory Services for the ten Okanagan Valley 
hospitals in British Columbia. Salary $12,000 per 
annum, plus travelling expenses. The Okanagan 
Valley area to be served has approximately 80,000 
people and includes the area 72 miles north of 
Kelowna, 82 miles south of Kelowna, and approxi- 
mately 100 miles west of Kelowna The major 
populations are located at Vernon, 15,000; 
Kelowna, 22.000, and Penticton. 17.000. Trans- 
portation is good and roads are first-class highways 
There are 564 acute beds, 106 bassinets, and 66 
physicians The Director will be employed and 
located at the Kelowna General Hospital, where 
a new modern laboratory with the latest facilities 
will be established with the development of this 
service Qualified applicants are asked to apply 
to the Secretary of the Okanagan Valley Pathology 
Committee, Kelowna General Hospital, Kelowna, 
B.C.. Canada, giving particulars on qualifications 
and interest in this position (6060) 


PSYCHIATRISTS WITH EXPERIENCE 
needed by State Hospital of 1,500 beds near Kan- 
sas City, U.S.A... affiliated with the Menninger 
School of Psychiatry and the University of Kansas 
Active, up-to-date treatment programme with 
opportunities for advanced training and research. 
Salaries, based on training and experience, from 
$458 per month to $910 per month with social 
sccurity and other benefits. Apply, giving full per- 
sonal and professional biography, to Box 392, 
B.MJ 


SYDNEY HOSPITAL 
New South Wales, Australia 


RESIDENT MEDICAL OFFICERS 

Applications, closing October 23, 1957, are invited 
for the following positions tenable for one year. 
with eligibility to appointmem for further terms to 
maximum of three years 

MEDICAL REGISTRAR 
(6th year from graduation and with overseas higher 
qualifications). Salary £A.1,919 

SURGICAL REGISTRAR 
(6th year with overseas higher qualifications) 
Salary £A.1.919 

Salaries quoted are subject to variations in the 
State basic wage. Application forms may be ob- 
tained from the office of the British Medical 
Journal. Applications to be addressed to the 
President. Sydney Hospital. Sydney, New South 
Wales, and evelones endorsed Registrar.”"—E. C. 
Docking, Secretary (6482) 
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RESIDENCIES IN OPHTHALMOLOGY. THE 
Department of Ophthalmology of the Royal Victoria 
Hospital, Montreal, offers approved residencies ot 
three years’ duration. Clinical and didactic instruc- 
tion in all phases of ophthalmology Previous 
rotation service and graduation from approved 
medical school required Appointments available 
to commence July 1, 1958. Honorarium of $60 a 
month first year, $100 second year. and $150 third 
year, plus full maintenance. For information, apply 
to the Executive Director, Royal Victoria Hospital, 
Montreal 2, Canada (5346) 


SYDNEY HOSPITAL 
New South Wales, Australia 


DIRECTOR OF DIAGNOSTIC RADIOLOGY 


Applications, closing October 23, 1957, are invited 
for the above position. Salary in the full-time 
Specialist range £A.2,700 to £A.3,500, commencing 
at £4.3,100, subject to State basic wage variations 
Applicants must have five years’ experience and 
higher qualifications in Radiology. Appointment 
will be for a term of four years, subject to satis- 
factory service. Application forms may be obtained 
from the office of the British Medical Journal. 
Applications to be addressed to the President, 
Sydney Hospital, Sydney, New South Wales, and 
envelopes endorsed “Director of Diagnostic 
Radiology.” & C. Docking, Secretary. (6451) 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 
THE QUEEN'S UNIVERSITY OF BELFAST 


The Queen's University of Belfast invites appli- 
cations for a 


LECTURESHIP IN PHYSIOLOGY 


consequent upon the appointment of Dr. R. F 
Whelan to the Chair of Physiology in the Univer- 
sity of Adelaide. The vacancy will occur in Janu- 
ary, 1958, and it is desired to fill it as soon as 
possible and not later than October, 1958. The 
salary will be in the range of £1,300 by £50 to 
£2,100 with provisions for superannuation Initial 
placing on the salary scale will depend upon ex- 
perience and qualifications In certain circum- 
stances the salary may rise to £2,250. Applications 
should be submitted not later than November 15. 
1957. Further particulars may be obtained from the 
Secretary of the University (6648) 


UNIVERSITY OF LIVERPOOL 
Department of Studies in Psychological 


Medicine 


Applications are invited for the post of 


RESEARCH ASSISTANT 
in Psychological Medicine 


at a salary within the range £1,000 to £1,300 per 
annum. according to qualifications and expericnce 
The appointment will be tenable for one year and 
may be renewed for a second year. Applications, 
stating age. academic qualifications and experience, 
together with proposed subjects of research and the 
names of three referees, should be received not 
later than October 19, 1957, by the Registrar, from 
whom further particulars of the conditions of ap- 
pointment may be obtained, (6682) 


PERSONAL 


HYPNOTISM. THE BRITISH JOURNAL OF 
MEDICAL HYPNOTISM. Quarterly, £1 Is. per 
annum. Orders to the publishers, 4, Victoria 
Terrace, Hove, 3, Sussex 


SLEEPER PINS, FOR FRESHLY PIERCED 
ears. Designed for safety. Made for precision in 
9 ct, gold. Price with postage 30s.—K. Corbett 
First Floor, 21, South Molton Street, W.1. Hyde 
Park 5905 


NOTICES 
COUNTY OF BEDFORD 


APPOINTMENT OF COUNTY CORONER FOR 
THE SOUTH DISTRICT OF BEDFORDSHIRE 

Applications are invited from Barristers, Solici- 
tors or legally qualified Medical Practitioners, of 
not fess than five years’ standing, for the above 
appointment. Salary £630 per annum. inciusive of 
all office and other out-of-pocket expenses except 
travelling expenses. for which a milcage allowance 
will be paid Appiications, giving two referees. 
to the Clerk of the County Council, Shire Hall. 


Bedford, by October $, 1957. Canvassina dis- 
qualifies (A600) 


| 
| 
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Notices—contd. 


APPLICANTS ARE ADVISED NOT TO SEND 


viginal testimonials when replying to advertise- 
ments Copies will answer the purpose quite as 
well, and in the event of their being lost of 
misiaid no inconvenience will ensuc 


EDUCATIONAL AND LECTURES 


M.R.C.P. LONDON. THERE WILL SOON BE 
few candidates for the cxamination who have not 
taken our correspondence course (which includes 
help with the Write J Arnold, 189. 


clinical) 
Regent Street, W.1 


APOTHECARIES’ HALL OF DUBLIN 
95, Merrion Square, Dublin 


WINTER EXAMINATION DATES, 1957 
ANATOMY, October 14 
PHYSIOLOGY, October 16 
MATERIA MEDICA, October 28 
FORENSIC MEDICINE, October 30 
PATHOLOGY, November 4 


MIDWIFERY AND GYNAECOLOGY 
November 8 


MEDICINE, November 15 
SURGERY. November 22 


The course of lectures in Pharmacy commences on 


(ctober 14, 


A SHORT INTENSIVE COURSE IN THE PRAC. 


TICE of Industrial Medicine will be held in the 
Departmen: of Occupationa) Health, Manchester 
University, commencing Monday, October 28. to 
Saturday, November 2, inclusive Numbers will be 
strictly limited Registration fee £7 7s Applica- 
tions should be sent to the Secretary, Nufficid 
Department of Occupational Health, Clinical 
Sciences Building, York Place, Manchester, 13, 


be obtained 
(6416) 


from whom further particulars may 


COURSE IN ADVANCED MEDICINE 


A Postgraduate Course in Medicine will be held 
at the London Hospital commencing Monday, 
January 6. and finishing Friday, March 14, 1958 
Classes will be held on Mondays, Wednesdays, and 


Fridays. The course will be limited to 24 students 
Applications should be made to the Dean. The fee 
for the course will be £25 An Entrance Fee of 
£5 Ss. must be paid by Non-London Hospital 
Graduates.——-H May. M.A., M.D.. F.R.C.P., 
Dean. The London Hospital Medical College 
Turner Street, E.1 (6645) 


DENTAL AND MEDICAL SOCIETY FOR THE 


STUDY OF HYPNOSIS 


The above Society will hold two Study Groups 
on the “ Theory and Practice of Hypnosis " during 
October, November and December this year An 
Imensive Week-end Study Group will be held on 
December 7-8. 1957, in London The full course 
will begin on October 14. This course, which runs 
for cight consecutive Monday and Friday evenings 
includes individual coaching in the technique of 
hypnosis and specialist lectures in various branches 
of medicine A fee will be charged. and details 
may be obtained from Mr. Dawson Watts, 22 
Gordon Road. Ealing, London, W (6047) 


CORRESPONDENCE COLLEGE, 19, 
London, W.1, provides COACH- 


MEDICAL 
Welbeck Street 


ING for all Medical Examinations. D.A.. F.F.A., 
DPM D.O D.L.O DCH. DMR.D., 
MRCP... F.R.CS. M.D. Thesis and all 
qualifying exams by a staff of highly qualified 
Tutors, Honoursmen, and Gold Medalliss. Com- 
plete Guide to Medical Examinations sent free on 
application Applicants should state in which 
qualification they are interested 

POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS, Examination successes 1943- 
1956: M.R.C.P. Lond. 231; F.R.C.S.Eng., Primary, 
190; F.RL.CS.Eng.. Final, 293; M. and D. Obst 
R.C.0.G., 3448; D.A., 276: D.C.H., 198; Univer- 
sity and Conjoint Finals, 749. Up-to-date courses 
for the M.D.Lond.. M._R.C.P_Edin., F.R.C.S.Edin 
DP.H. FFA. DPM. DO. DLO. DILH 
DT M.AH Assistance with M.D. Thesis Pros 
pectus, list of tutors, ctc.. on application to G. E 
Oates, M.D... M.R.C.P(Lond.), University Exami- 


Institution, 17. Red Lion Square, 
"Phone HOLborn 6313 


nation Postal 
London, W.C.1 


BRITISH MEDICAL JOURNAL 


UNIVERSITY OF LONDON: A COURSE OF 
three lectures on “ The Role of Speech in Normal 


and Abnormal Behaviour” wil) be delivered by 
Professor A. R. Luria (Moscow) at 5.30 p.m. on 
October 7. 8 and 14, at University College 
(Gustave Tuck Lecture Theatre), Gower Street, 
wel Admission free. without ticket.—James 
Henderson, Academic Registrar. (6673) 


BIOCHEMISTS 
St. George’s Hospital (242 beds), Lincoln 


Applications are invited for the post of 
Basle Grade Non-Medical Biochemist 
at the above hospital The salary and conditions 
of service are in accordance with the recommenda- 
tions of the appropriate Whitley Council appli 
cations, stating age. qualifications and experience 
together with the names and addresses of two 
referees, should be forwarded to the Secretary as 
soon as possible (6544) 


SITUATIONS WANTED 


German Medical Technical 
position in x-ray department in 
1958. Excellent references 


English-speaking 
Assistamt desires 
London from April 
Box 351. BMJ 


Readers frequently desire to refer to 
advertisements concerning appliances, pre- 
parations, etc.. which have appeared in 
earlier issues of the Journal 
The Advertisement Director 
particulars at any time 
In dealing with written inquiries. especi- 
ally from overseas, correspondents are, 
wherever possibic, put in direct contact 
with the advertisers in whose products they 
are interesied 
Write: Advertisement Director, 
British Medical Journal, | 
B.M.A. House 
Tavistock Square, 
London, W.C.1. 


can supply 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC. 
VACANT 


Wanted, Doctor's Dispenser, pleasant Suffolk 
town, main line (two hours London), near Ipswich 


commence iate October. Replies acknowledged 
after October 6, 1957.—Box 394, B.MJ 
AY AILABLE 
S.R.N. shorthand-typist requires position, pre- 


ferably with plastic surgeon.—Box 375, BMJ. 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
VACANT 

Hertfordshire County Council—required at Spar- 
rows Herne Reception Centre, 1, Little Bushey 
Lane, Bushey, Resident Cook (35 children 2-15 


years).—Applications and further details from Chil- 
dren's Officer, County Hall, Hertford 


AVAILABLE 


Experienced Secretary seeks post medical depart- 
mem large organization or Private practice ~Box 
395, BMJ 

Nurse /Receptionist seeks post with general prac- 
tioner, South Bucks /West Middx. areca, non-resi- 
ss. Experienced, conscientious worker.—Box 393, 


Young Scottish lady of good appearance desires 


post as Doctor's Nurse Receptionist. Experienced 
in hospital and N.H.S. work Highly recom- 
Central London preferred.—Box 289. 
MJ 


Applicants requiring testimonials, theses, copied 
or duplicated, should communicate with Manton 
Secretarial Service, Ltd., 98, Victoria Street, S.W.1 
(Victoria 0141), who are specialists, 


Typewriting and Duplicating. First-class work. 


Electric typewriters. Moderate.—Sybil Rang, 21, 
Heath Street, N.W.2. HAM 5329/0504 


Sept. 28, 1957 


CONSULTING ROOMS, ETC. 
AV AILABLE 
Wimpole Street. Large ground floor Consulting 


Room, with secretary's room, in fine modern 
house, with central heating and all conveniences ; 
also two nice rooms on lower ground floor Low 
rent.—Box 292, B.MJ 


NURSING HOMES FOR SALE 


Prosperous jon medical and chronic Nursing 
Home for sale. Leaschold.—Box 376, B.M.J 


Registered, fully equipped, Nursing Home, Free- 
hold, for sale. Situated delightful residential posi- 
tion in Finchicy, N.12. Audited figures, income 
exceeds £3,000, nett profit after expenses over £900 
Accommodation includes staff quarters Highly 
recommended. Price includes all furnishings and 
fittings at £8,000 —Apply Bennett and Hall, 
Long Lane. Finchiey, N.3. “Phone Finchicy 2208 
(3 lines) ; Hillside 6387 


ACCOMMODATION 
(Convalescence, Holidays, ete.) 
AVAILABLE 


ROMAN HOLIDAY. ACCOMMODATION 
offered in private apartment near Colosseum. 21s 
incl. breakfast.—Countess Widman. Via Marco 
Aurelio 42, Rome 
SHOREDITCH, GROUND, 
floors, two rooms each floor, 
Modernized, decorated, electric 
WANTED 


MEDICAL ADMINISTRATOR REQUIRES UN- 
FURNISHED flat. cic Easy reach Tavistock 
Square, London, from September, 1958.—Box 359, 
B 


FIRST, SECOND 
separate entrances 
Bishopsgate 6296. 


CRUISES AND TOURS 


SPECIALISTS IN TRAVEL. PERSONAL SER- 
VICE, expert advice. Conference and convention 


bookings speedily arranged.-Montague Shaw 
(Travel) Lid., 67, Marylebone High Street, W.1 
WELbeck 8578 9. 

HOTELS 


ARUNDELL ARMS HOTEL, LIFTON, DEVON. 
Trout and Saimon Fishing on river Tamar, free to 
Hotel guests 


MISCELLANEOUS 


WANTED, ARTICULATED SKELETON. UP 
to £33 offered, depending on condition..—St. John 
Ambulance, King Street, Belper, Derbyshire 


FOR SALE, AS NEW, MEDICAL PNEUMATICS 
Portable Cylinder Stand with reducing valves and 
sucker.—Walker, Drywick, Wendover, Bucks 


FOR SALE, PORTABLE MAHOGANY TRIAI 
Case, complete with trial frame, mounted lenses 
lens measure, ctc., £20 Also suppicmentary sct 
cylindrical lenses, oak case, £4 Both excellent 
condition Ten pairs Dental Forceps, engraved, 
30s. Sold separately. —Box 377, B.MJ 


BRONZE NAMEPLATES CREAM 

enamel lettering. Send size and Icttering for estum- 

ate.—Osborne, 117, Gower Street, London, W.C.1 
J 


BRONZE NAMEPLATES. SEND SIZE AND 


lettering for free proof.-Abbey Craftsmen, Abbey 
Works, 109a, Old Street, London, E.C.1 Tel 
CLE 3845 

DAVIS. OF PORT STREET, PICCADILLY. 
Manchester, 1. For fine Furniture at Manufacturers’ 
prices. Walk round our three large Showrooms, 


which are open daily until 6 p.m., Wednesdays and 


Saturdays included We are stockists of all the 
latest designs of Furniture, Carpets, Mattresses. 
Divans, etc. 10-year guarantee. Special cash dis- 


count and credit terms to members of the Medical 
profession. No other introduction required. Tel 


CEN 0638. 
MICROSCOPES IMMEDIATELY AVAILABLE 
from stock. Largest selection of all types. Terms 


if required.—Wallace Heaton Ltd., 127, New Bond 
Street, W.1. 


Published by the Proprietors, the British Medical Association. Tavistock Square, Londoa Ww C.l, 
Second Class 


Gainsborough Press, St. Albans 


Printed in Great Britain. Entered as 


and printed by Fisher, Knight & Co. Ltd.. 
at New York, U.S.A., Post (Office. 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


isement Director, 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1, 
Members should include the word ““ MEMBER " underneath their signature. 

effort will be made to include ** ** and ‘* Smail "* advertisemeats in the forth- 
coming issue provided they reach this office by sot later than first post on the FRIDAY of the 

to date of issue (issues affected except 


public 
DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


HOSPITALS 

PUBLIC HEALTH Minimum charge £1 16s. for 4 lines (display rules 
SITUATIONS counting as lines). 9s. a ine thereafter. 

THE SERVICES 


Box number address forms part of the advertise 


UNIVERSITY AND 
RES 


eS ¢ ment and counts as 6 words (1 fine). An additional 
EDUCATIONAL AND Is. is charged to cover box fee and addressing and 
“TURES postage of replies. 


PRACTICES 7 
PARTNERSHIPS MEMBERS—PER INSERTION 
ASSISTANTSHIPS With Box No. With name and address 
LOCUMS 12 words 19s. (minimum charge) | 18 words 18s. (minimum charge) 
Additional words: 6s. for each 6, or less 

PENS 

RSES With name and address 
HOUSEKEEPERS 12 words tng 6d. (min. charge) 18 words 22s. 6d.(min. charge) 
SEC TYPIST 6a. % 

YPL 
Additional words: 7s. 6d. for cach 6, or less 


NO 

MEETINGS PER 

COMMERCIAL APPTS. § kh Box No. With name and address 
HOTELS 12 words 18 words 36s. (minimum charge) 
CRUISES AND TOURS = 


TO 24 61s. 
MSCEL words: 12s. for each 6, or less 


ST, ANDREW’S HOSPITAL, NORTHAMPTON 
for Nervous and Meatal Disorders 
President: The Eari Spencer. Medical Supt.. 
Thomas Tennent, M.D., F.R.C.P., B.P.H., D.P.M, 
Tite Resinared © 130 ome ot 

and pleasure mental disorders of Who 


sexes are received for treatment. Careful 


MOULTON PARK.—Two miles from the main 
Hospital there are several branch establishments 
and villas situated in a park and farm of 650 acres, 
Milk, meat, fruit and vegetables are supplied to the 
Hospital from the farm, gardems. and orchards of 
Moulton Park. Occupational therapy is a feature 
of this branch and patients are givea every facitity 
for occupying themselves in farming, gardening and 
fruit-growing. 


WANTAGE HOUSE.—This is a Reception Hospital 
in detached grounds with a separate entrance to 
which patients can be admitted. It is equipped with 
all the apparatus for the complete investigation and 
treatment for Mental and Nervous Disorders by the 
most modern methods; insulin treatment is avail- 
able for suitable cases. There is an Operating 
Theatre, a Dental Surgery, an X-ray Room, an 
Ultra-Violet apparatus, and a department for Dia- 

and High-frequency treatment. It also con- 
tains laboratories for biochemical, bacteriological, 
and pathological ‘research. Psychotherapeutic treat- 
men is ployed when indh 4 


BRYN-Y-NEUADD HALL.--The seaside house of 
St. Andrew's Hospital is beautifully situated in a 
park of 330 acres at Lianfairfechan amidst 

finest scencry in North Wales. On the North-West 
side of the Estate, a mile of seacoast forms the 
boundary. Patients may visit this branch for a 
short seaside change or for longer periods. The 
hospital has its own private bathing house on the 
seashore. There is trout-ishing in the park. - 


At all the branches of the hospital there are cricket 


courts a 
golf courses and bowling greens 
genticmen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc. 
For terms and further particulars apply t the 
Medical Superintendent (Telephone No : North- 
ampton 4354 (3 Hines) ), who can be seen in London 
by appointment, 


ROOMS” With Box No. With name and address 
USES, ‘ 12 words 28s.(minimum charge) | 18 words 27s.(minimum charge) 
NUgSING FOR SALE “4 , Ms. 
ETARIAL AGENCIES “4 3 «45s. 
TYPING AND Additional! words: 9s. for each 6, or less 
DUPLICATING J 
SERS PER 
posts ” 


Additional words: 4s. for each 6, or less 


SEMI-DISPLAYED ADVERTISEMENTS are charged £7 per single column inch ard pro rata. 


MEMBERS ABR ABROAD. Copies of vacancies advertised in the Journal can be sent AIR MAIL. 
The minimum cost is 3s. per week, which hich covers up to three separate headings: widitiomal beadings 
ls. cach. Please state type of vacancy and remit to the Advertisement Director, B.M.J. 


—_ ensure the accuracy of advertisements appearing in the Journal. No recommendation 
acceptance and the Brisish the right to refuse or interrupt the insertion 


Advertisement Director, British Medica! Journal, B.M.A. 
Telephone: Euston 4499. Telegrams: Britmedads, Westcent, 


HOMES NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Ballards Lane, 
N.3, Tel. : FINchiey 5283. Resident Med. Director, 


CHISWICK HOUSE, PINNER MIDDLESEX Dr. R. M. Riggail, Mem. Brit. Psycho-Analytical 
he: etc. 
Telephone: Pinner 234 Society. Deep insulin coma unit, psychotherapy. 


oom of "Phone + Bedford 3417 

ness. orty-four patients both sexes E 1 Cases (acluding the aged). Fees 
modern forms of treatment. Dy. ston, etc., apply to the Residemt Physician, Cedric 


Frequent trains from Baker Sweet station to Pinner. 


a a mile from Pi 


4 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE (GATiey 2231) 
Private Registered Mental Hospital 


Medical Superintendent : 
W. V. Wadsworth, B.Sc.. M.B.. MRCP. D.P.M. 
This excellently appointed hospi 
types of patients who are suffering from 
logical and senile illness. The most 


geriatric ‘units for mild senile pa 
Gian-y-Don Nursing Home, Colwyn Bay, ie the 
seaside branch of Cheadle Royal. 


WOODSIDE NURSING HOME 
Combe Down, Bath, Tel. : Combe Down 3227 
Medical, Chronic and borderline cases received. 
Trained nurses, day and night. Moderate fees. 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 

Doctors seeking information about openings in 
the various fields of medical practice or introduc- 
tions as locums, —- ofr partners, ate invited 


to address enquiries the M ¥ 
Medical Advisory Baress, at 


wc. number : EUStoa 5601 /2. 


The services of the — Practices 
members of 


Advisory 
Bureau are free to the Association 


MEDICAL AGENCY (Est. 75 years) 
W.C.2. Telephone : 


to the Medical Director, Douglas Macaulay, 
D.P.M, Te: 53. 


reMple Bar 9011. Night : Walton-on-Thames 1785. 


AGENTS 
PERCIVAL TURNER, LTD. 


tempora atien a f both 
inati pecia; surses, male or 
¢ numerous villas 
| | 
STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) 
MISCELLANEOUS 
PERSONAL rounds. and hockey grounds, lawn tennis 
A 7 
REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held * 
by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or 
more replies cam be enclosed in one envelope, addressed to the Advertisement Director. They will be + 
forwarded to the advertisers in plain envelopes. 
| 
1 
33, Cross Street, Manchester, Telephone 
number: Deansgate 3691. | 
1, Dromsheugh Gardens, Edinburgh, 3. Tele- 
phone number : Caledonian 7184. ' 
234, St. Vincent Street, Glasgow, C.2. 
phone number: Central 5636. 
“a 
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FOR SOUND SLEEP AND CLEAR AWAKENING 


Doriden 


a-phenyl-a-glutarimide, 


A General Purpose Non-Baprbiturate Hypnotic 
Rapid Action (20-30 minutes) of Medium Duration (4-6 hours) 


Tablets containing 0.25g. Doriden are available in bottles of 25, 100 and 500 


CIBA 


* Doriden” is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham 


AS WELL AS REDUCING THE SEVERITY 
AND INCIDENCE OF ATTACKS 
IN ANGINA PECTORIS 


e@ Lowers blood pressure when this is raised 


*Pentoxylon” and ‘Rauwiloid’ are Regd. Trademarks. Regd. users 
RIKER LABORATORIES LIMITED 
Loucusoroucn Leics. 
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if 
4/7 
( 
¢ 
5 
+] e Reduces tachycardia 
e Increases exercise tolerance 
Each long-ecting tablet of e Reduces nitroglycerin needs 
oun ime. Racwilold, e Allays apprehension and anxiety 
; 
C RIKER 


